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There has been recent increase of interest among radi- 
ologists in protraction of multiple roentgen doses (frac- 
tionation) in the treatment of cancer. This has been 
generated in part by Strandqvist’s ‘ study of this subject 
in skin cancer and in Andrews’? and Ahlbom’s * papers 
discussing Strandqvist’s work. We have noticed a gap in 
the teaching on this subject that we believe should be 
filled. This is a failure to stress the importance of the 
size of the field irradiated in skin cancer as related to the 
maximum dose (fractionated or massive) that can give 
a good cosmetic result. We hope at this time to fill as 
much of the gap as possible and believe our dosage charts 
will express our experience in practical terms. We wish 
especially to assist the younger radiologists in computing 
safe cancerocidal roentgen dosage for patients with skin 
cancer by correlating field size with total roentgen dosage 
whether fractionated or a single massive treatment. Par- 
ticularly do we want them to bypass some of the early 
difficulties our group and others have encountered be- 
cause of late interference with blood supply when treating 
larger areas of skin. It is relatively easy for us arbitrarily 
to prescribe roentgen dosage for an observable, palpable, 
and measurable skin cancer because of memory of our 
previously treated cases; but this is more difficult for those 
with less experience and without old case records for 
reference. Unfortunately there is no accepted biological 
unit that correlates the number of roentgens, quality of 
radiation, fractionation of radiation, size of field, and 


tissue response. 
METHOD OF STUDY 


For the purpose of evaluating the importance of field 
size, we have analyzed 1,013 cases of our private patients 
with primary cancer of the skin, including lip cancer, 
treated by roentgen radiation during the period from 
1930 to 1953. A pathological diagnosis of either basal 


cell or squamous cell cancer was made by biopsy in 
736 of these cases. No biopsy was obtained in 194 cases 
because the lesions were clinically so obviously cancer or 
because we wished to avoid the mild residual dimpling 
of the scar produced by biopsy in order to get the very 
best cosmetic result. Many of the latter cases were in 
younger women, where the cosmetic result was of prime 
importance. Biopsy was not done in other cases because 
the referring physician requested that no biopsy be made, 
feeling the diagnosis of cancer definite and biopsy an 
unnecessary expense for the patient. Our prebiopsy clin- 
ical diagnosis was over 80% accurate in the 736 lesions 
of which biopsy was made. Thus, of the 194 lesions of 
which biopsy was not made, considered as cancer and 
treated on clinical impression alone, we feel certain 150 
were cancer. 

The majority of these skin cancers were treated with 
90 kv. to 125 kv. radiation, with half value layer varying 
from 1 mm. Al to 5 mm. Al, except for a very few that 
were treated with 135 kv. radiation, half value layer 6 
mm. Al. Twelve were treated with 200 kv. half value layer 
1 mm. Cu, and 13 with 250 kv., half value layer 1.5 mm. 
Cu. One patient with a very large lesion was treated with 
1,000 kv., half value layer 3 mm. Pb. We frequently use 
the single massive dose technique to treat small lesions 
on patients in a remote cancer clinic that we visit only 
one day each month and also for the convenience of pa- 
tients living at some distance from Denver coming to our 
office for treatment. We have recorded the cosmetic re- 
sults in all cases, grading them 1 through 4. There was 
no indication that fractionation improved the cosmetic 
result in cases with field size under 1 square centimeter. 

The usual procedure in our office and home hospital 
for small lesions, under 1 square centimeter in size, is 
to photograph, biopsy, and administer 1,500 r, then wait 





Clinical Professor of Radiology, University of Colorado Medical Center (Dr. Allen); and Associate Professor of Radiology, University of Colorado 


Medical Center (Dr. Freed). 


Read before the Section on Radiology at the 103rd Annual Meeting of the American Medical Association, San Francisco, June 25, 1954. 
fhis paper will be published elsewhere in complete form, since space does not permit publication of all of the graphs. Figure 1 is shown as illustrative 


of all of them. 


1. Strandqvist, M.: Studien iiber die kumulative Wirkung der R6ntgenstrahlen bei Fraktionierung: Erfahrungen aus dem Radiumhemmet und 280 Haut- 


und Lippenkarzinomen, Acta radiol. (supp.) 55: 1-318, 1944. 


2. Andrews, J. R., and Coppedge, T. O.: The Dose-Time Relationship for the Cure of Squamous Cell Carcinoma, Am. J. Roentgenol. 65 : 934-939 (June) 
1951, Andrews, J. R.: Cancer: Radiation Therapy, in Medical Physics, edited by O. Glasser, Chicago, Year Book Publishers, Inc., 1950, vol. 2, pp. 158-164. 


3. Ahlbom, H.: Points Regarding “Time Factor” in Roentgen Irradiation with Divided Dosage, Acta radiol. 27: 223-227, 1946, 


1271 











1272 SKIN CANCER—ALLEN AND FREED 


a day for a paraffin section pathological report. If cancer 
is reported we give an additional single treatment of 
2,800 to 3,200 r and send the patient home, to return 
at intervals for our routine follow-up. In lesions requiring 
fields from 1.2 (1.15 square centimeters) to 2.8 cm. in 
diameter (6.2 square centimeters) biopsy is done 
and 1,000 r given. If cancer is reported, two more doses 
of 1,100 r each on alternate days are given, yielding 
a five day fractionation like that advocated by Wid- 
mann.‘ Thin, flat cancers of this size are treated with 
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Fig. 1.—Strandqvist’s curve of massive dose versus actual duration of 
treatment in days. Note very small range of permissible dosage. 


100 kv. and not over 1 mm. AI filter equivalent; thicker 
lesions are treated with 125 kv. and 1 mm. or more of 
added aluminum filter. 

Large, thick lesions from 6 to 7 cm. in diameter are 
treated with 250 kv. radiation, half value layer 1.5 mm. 
Cu, fractionated over 10 to 12 days. We feel that acces- 
sibility of 250 kv. therapy apparatus is essential for 
anyone treating cancer of the skin, particularly large 
lesions in close proximity to bone or cartilage such as 
the nose, ear, and, rarely, back of hand. It may be that 
cases of skin cancer larger than 7 cm. in diameter will 
be found to respond best to extended fractionation with 
1,000 kv. This is our present method of choice, but our 
experience is yet too limited to report these cases. The 
tumor dose was determined in all of these cases and is 
the dose referred to hereafter. Air dose, skin dose, and 
tumor dose are essentially the same in superficial small 
lesions under 1.2 cm. in diameter and 2 to 3 mm. in 
thickness. Above this size, the skin dose and tumor dose 
were calculated according to the backscatter and depth 
dose data of Glasser, Quimby, Taylor, and Weatherwax ° 
for the particular size of field and quality of radiation 
used. 

Patients with skin cancer are notoriously difficult to 
follow. In spite of a follow-up system that is quite effec- 
tive for cancer in other parts of the body, only 564 of 
1,013 patients with skin cancer could be induced to 
return regularly for a period of one year; only 289 of that 
portion treated more than three years ago could be fol- 
lowed more than three years, and only 146 of the patients 
treated more than five years ago could be followed for 
five years or more. It is our experience that those pa- 
tients who are thought lost but are finally found after 
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unusual effort, or who return with a new skin cancer in 
a different location, have experienced good results. Pa- 
tients with poor results are likely to return of their own 
accord. Nevertheless, it was decided to use only the 564 
patients (452 in whom biopsy was done) followed one 
year or more as the basis of this study. 

Careful follow-up records were available on all of 
these 564 patients, with photographs before and after 
treatment of a large number. These follow-up records 
and photographs were reviewed to determine the number 
of patients having evidence of radiodermatitis (poor cos- 
metic result) or recurrence. Mild radiodermatitis was 
considered present when there was evidence of telangiec- 
tasis in the residual smooth scar even though the result 
was otherwise very satisfactory. Cases in which there 
was considerable delayed healing or mild late necrosis 
were considered as severe radiodermatitis. 

A graph was made by plotting the tumor dose admin- 
istered to the lesions in these 564 patients as the ordinate 
and the time in days as the abscissa on double logarithmic 
paper according to the method used by Strandqvist and 
later by Andrews, differing only in that day one is con- 
sidered the first day of treatment on our graphs, while 
Strandqvist and Andrews consider the time in days as 
representing days after the first day of treatment. Differ- 
ent symbols were used, as indicated on the single illus- 
trative graph (fig. 1) to identify cases in which there 
were good results, mild and severe radiodermatitis, and 
recurrence. Using this same method, we next plotted 
cases on separate graphs according to the size of field 
irradiated. The following field sizes in square centimeters 
were segregated: 1 or under, 1 to 2, 2 to 4, 4 to 6, 
6 to 9, and over 9. We found that the slope of the curve 
indicating the total increase in roentgens required for 
cure above a single massive dose when fractionating the 
treatment from 2 to 20 days corresponded to that deter- 
mined by Strandqvist as shown in figure 2. 
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— Duration of treatment (doys after the first day of treatment) 


Fig. 2.—Results in 124 cases of skin cancer treated using fields of 1 to 
2 cm. in size. 


It can be seen from Strandqvist’s diagram in figure 2 
that the curve is a straight line on a double logarithmic 
coordinate system and follows the mathematical equa- 


tion D..., = ax where D,.,, == the equivalent roent- 
gen dose when delivered in a single treatment that will 
produce the same biological effect as a roentgen dose D 


fractionated over a period of t days. For added clarifica- 
tion, the equivalent roentgen dose D.,. might be de- 
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fined as the single massive dose that has the same biolog- 
ical effect as that obtained by the cumulative effect of 
radiation from a fractionated dose D delivered in t days. 
The exponential factor 0.22 represents the slope of the 
Strandqvist curve. The quantity t 0.22 in the equation may 
be termed the fractionation factor and can be calculated 
with the help of logarithms. The fractionation factors for 
two, three, four, five, six, seven, eight days and so on 
will be 1.17, 1.27, 1.36, 1.43, 1.48, 1.54, 1.58, 1.63, 
etc. Thus, to find the total number of roentgens to use 
for a given number of days, the single massive dose can 
be multiplied by the fractionation factor for that number 
of days. This can also be obtained directly from the 
double logarithmic fractionation diagram (fig. 1 and 2). 
Through the use of the above equation and logarithmic 
tables, the equivalent roentgen dose (D,.,.) was deter- 
mined on 289 of our patients followed for over three 
years. This dose was plotted as the ordinate against the 
size of field as the abscissa on plain square coordinated 
paper as another method of evaluating graphically the 
results of this study on the effect of field size. 


RESULTS 


In this group of 564 cases there were 18 recurrences, 
all of which were at the margins of the lesions due to 
the use of too small a field rather than to underdosage. 
For small lesions we rarely use a field that extends more 
than 2 mm. beyond the margin of the lesion, gradually 
increasing the width of the margin up to 5 mm. for larger 
lesions. We believe this policy is justified in order to get 
the best cosmetic result, even though we realize it is 
attended with some risk of marginal recurrence. The 
3% marginal recurrence rate, however, is so small that 
we do not believe it warrants any change in this policy. 
Eradicating the recurrences has not been difficult in 
most instances. There were 24 cases of mild radioderma- 
titis and 8 cases of severe radiodermatitis. Only two of 
the eight severe cases were on the face, the others being 
on the leg, back, or hand. An analysis of the results of 
this study by means of our graphs supports the results as 
reported by Strandqvist and indicates that the slope of 
this curve represents reasonably well the cumulative 
effect of roentgen dosage with time; or, in other words, 
the total increase in roentgens required when fractionated 
over a period of days to produce the same biological 
effect as a single massive dose. 


Although our results seemed to support Strandgqvist’s 
work insofar as the cumulative effects of radiation were 
concerned, it was very apparent that the range of safe dos- 
age of 100 r for a single massive dose or 300 r for a dose 
fractionated over 20 days as shown by him in his graph 
(fig. 2) was much too limited and that, depending on 
the size of field used, a much wider range of dosage could 
be administered without danger of recurrence or compli- 
cating radiodermatitis. The range of safe dosage may be 
defined as the difference between the minimum roentgen 
dose that will result in a cure of a skin cancer and the 
maximum normal skin tolerance dose or the latitude of 
dosage that will cure a skin cancer without danger or 
recurrence or complicating radiodermatitis. This is di- 
rectly related to size of field, as shown by the graphs of 
our studies. The curve of maximum normal tissue toler- 
ance was established for each size of field, as shown in 
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our graphs, by plotting a curve with the same slope as 
Strandgqvist’s curve that passed above or among cases 
with good results and below most cases of radiodermatitis. 
In a similar manner, the minimum curative dose curve 
was established for each size of field by drawing in a 
curve of the same slope that passed through cases cured 
by the lower dosages used in treatment. The Strand- 
qvist curve (fig. 2) is shown for comparison. It is interest- 
ing to note that for fields over 1 square centimeter in 
size our origin is 2,250 r, the same dose that Strand- 
qvist found to be curative for a single massive dose as 
mentioned in his discussion, though not shown exactly 
this way on his graph. 

From an analysis of all of our plotted results, it appears 
that the latitude of safe dosage for a single massive dose 
delivered to a small field increases markedly with frac- 
tionation. As a single illustration (fig. 2), the range of 
single massive safe dose for a field under 2 square centi- 
meters in size is about 1,750 r. This increases up to as 
high as 2,800 r if the treatment is fractionated over a 
period of 12 days, which would be expected since it is 
known that normal skin recovers more rapidly than 
cancerous skin from the cumulative effects of fraction- 
ated radiation and forms the basis for the use of frac- 
tionation. It has long been our clinical impression that 
fractionation increases latitude of permissible dose. The 
range of safe dosage for a single massive or fractionated 
dose decreases with increase in size of field, being only 
500 r for a single massive dose or 1,200 r if fractionated 
over a period of 10 days for field sizes over 9 square 
centimeters. Results showed that most of the residual 
radiodermatitis occurred in the larger fields. 


COMMENT 


The results of our study tend to confirm Strandqvist’s 
work regarding the cumulative effects of fractionated 
radiation but indicate that a much wider latitude of dos- 
age, either single or fractionated, can be used without 
danger of recurrence or complications. This latitude of 
dosage varies with the size of field irradiated. Analyzing 
Strandqvist’s results we believe his narrow latitude of 
dosage was due to the fact that he neglected to consider 
the size of field in evaluating his recurrences and compli- 
cations. We found that for fields under 1 square centi- 
meter in diameter in our series the minimum curative 
dose, when administered in a single treatment, is about 
3,000 r and that for fields over 9 square centimeters in 
size the maximal normal skin tolerance dose, when ad- 
ministered in a single treatment, is about 2,750 r. Thus, 
if field size is not considered there is practically no lati- 
tude of safe dosage, as Strandqvist indicates and shows 
in his graph of figure 2. It can be seen that although he 
shows a range of safe dosage of 100 r for a single mas- 
sive dose, or 300 r for a dose fractionated over a period 
of 20 days, there is actually overlapping of recurrences 
and complications even in this narrow zone. 

A knowledge of the relationship between size of field 
and range of safe dosage in treating skin cancer is of 
real value in determining the required roentgen dose 
in treating skin cancer whether a massive dose or the 
fractionated method is used. In an average group of cases, 
the safest dose that would result in the highest cure rate 
with the fewest complications would undoubtedly be the 
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average between the maximum normal skin tolerance 
and the minimum curative dose for the particular size of 
field. However, it is necessary to individualize the treat- 
ment in certain patients according to the condition of the 
skin surrounding the lesion, the location of the lesion, 
and the multiplicity of neighboring lesions. For ex- 
ample, a dose near the maximum normal skin tolerance 
could be safely given to a lesion on the face of a young, 
healthy patient where the lesion is surrounded by normal, 
healthy skin. However, if the patient is elderly, with frail, 
dry, thin skin surrounding the lesion, a dose of similar 
magnitude would undoubtedly result in delayed healing 
if not late radiodermatitis or even necrosis. According 
to our experience, a dose just about the minimum cura- 
tive level would give a good chance of cure without com- 
plications in such a patient. 

Where the lesion occurs in skin with relatively poor 
collateral blood supply, such as on the back of the hand, 
on the leg, or on the back, even our minimum curative 
dose may be too much. Our graphs are pertinent for face, 
neck, and lip cancer only. We believe that most cancers 
of the back of the hand should be treated by plastic sur- 
gery. Some special consideration must also be given to 
skin cancers immediately overlying cartilage, as on the ear 
and nose, not only in the selection of the quality of radia- 
tion to be used but in the total dose delivered and the 
method of fractionation. Doses a little lower than in other 
areas of the face and neck with increased fractionation 
should be considered. It is believed that this study will 
be of help to us in the future in selecting more correctly 
the proper dosage and method of administration, whether 
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massive or fractionated, for each individual case and par- 
ticular size of field. We hope that it may also be valuable 
as a guide to our colleagues in improving upon their re- 
sults in the irradiation of skin cancer. 


SUMMARY AND CONCLUSIONS 


In a review of the records and color photographs of 
1,013 patients with cancer of the skin and a detailed 
study of 564 patients followed one year or more, there is 
evidence that the cumulative effect of fractionation, as 
determined from the graphical studies of the treatment 
factors used in our group of cases, supports the slope of 
Strandqvist’s fractionation dose curve of roentgen ther- 
apy. By segregating our cases according to the size of 
field treated, and plotting in the same manner as Strand- 
qvist, the range of safe dosage is found to be very great 
for small fields and to diminish markedly as the size of the 
field increases. It contrasts widely from the small latitude 
shown by Strandqvist. In addition, it shows that the mini- 
mum curative dose for a very small field is actually above 
that which the normal skin will tolerate when very large 
fields are used. A consideration of size of field is there- 
fore of first importance in selecting the proper dosage and 
method of fractionation. It is essential for obtaining the 
highest rate of cure with the fewest recurrences and com- 
plications. Fractionation has very little, if any, advantage 
in fields under 1 square centimeter in size. Access to ma- 
chines producing x-ray energy furnished by 90 to 250 kv. 
is mandatory for successful roentgen treatment of skin 
cancer. 


227 16th St. (2) (Dr. Allen). 





TREATMENT OF PSYCHOTIC STATES WITH CHLORPROMAZINE 


Douglas Goldman, M.D., Cincinnati 


The importance of a new form of chemotherapy for 
psychotic states is just being realized. The present report 
is a preliminary note and is not to be considered a final 
assessment of the usefulness of the drug. However, the 
initial observations justify a sense of optimism that has 
rarely resulted from the trial of new techniques in the 
treatment of psychotic states. The earlier reports on the 
use of chlorpromazine [10-(y-dimethylaminopropy]) -2- 
chlorophenothiazine hydrochloride], also known as Lar- 
gactil, Megaphen, Thorazine, and R. P. 4560, appeared 





From Longview State Hospital. 

The chlorpromazine used in this study was supplied as Thorazine by 
Smith, Kline & French Laboratories, Philadelphia. It was originally 
developed in France by Rhéne-Poulenc-Specia Laboratories. 
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3. Winkelman, N. W., Jr.: Chlorpromazine in the Treatment of 
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4. Kinross-Wright, V.: Chlorpromazine Treatment of Mental Disorders, 
read before 110th Annual Meeting of the American Psychiatric Associa- 
tion, St. Louis, May, 1954. 





in the French and Italian literature.t The earliest reports 
in American literature are those of Hanrahan and Leh- 
mann,” of Winkelman,’ and of Kinross-Wright.* The re- 
ports of these authors generally indicate the usefulness 
of the drug in states of motor excitement, with some sug- 
gestion that it would at times be useful in certain neurotic 
and psychotic illnesses not necessarily associated with 
motor excitement. The European literature indicates a 
certain degree of timidity and fearfulness to push the drug 
to the limit of its possibility. It was believed that study on 
a larger scale than had been heretofore reported, with par- 
ticular attention to mode of administration, dosage sched- 
ules, occurrence of complications, and results that might 
be expected, would be worth while. 

This report deals with the experience and observations 
in about 500 patients who were first subjected to the use 
of chlorpromazine. Most of the patients were confined in 
Longview State Hospital. The study was not limited to 
psychotic states of recent origin, but treatment was at- 
tempted even in those persons who had been state hospital 
residents for over 20 years. All of the commonly recog- 
nized psychotic states are represented; patients with 
schizophrenia, affective psychoses, involutional psycho- 
ses, and the disturbed states associated particularly with 
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alcohol form the bulk of the patient material. This dis- 
tribution of patients in indicated in table 1. The patients 
were chosen without respect to previous treatment. In this 
preliminary report, no attempt will be made to differenti- 
ate effects on those who had been treated previously by 
other means and those who had not received such atten- 
tion. Generally, it may be assumed that patients admitted 
to the state hospital have had some previous treatment. 
Many patients who have been in the hospital for varying 
periods have been treated previously by other means 
without complete success, in either the curative or the 
palliative sense. 
TECHNIQUE AND DOSAGE 


The drug was administered by both intramuscular and 
oral routes. The intramuscular route was reserved for 
those patients who were incapable or unwilling to swallow 
tablets and capsules. Intramuscular administration in no 
case was required for more than two or three days, and 
a relatively small proportion of patients required intra- 
muscular medication. Most of the patients, even those 
who were seriously psychotic, were willing or could be 
persuaded to take the medicament by mouth. In such a 
large group of patients in a state hospital, under the con- 
ditions of wholesale administration of the drug, it was 
not unknown, however, to have patients hide the cap- 
sules after avoiding swallowing them. However, such per- 
sons were soon detected from failure of effect of the me- 
dicament, and appropriate measures were taken to insure 
the swallowing of the regular dose. Rarely was a person 
so psychotic that he refused medication; such persons 
are not included in the initial study. Further attention will 
be directed to them subsequently. The initial dosage level 
used was usually 50 mg. given every eight hours. The 
timing was not considered critical, so that spacing of the 
doses might vary as much as an hour plus or minus. After 
the first four to seven days the dose was increased, usually 
to 100 mg. every eight hours, and, subsequently, as the 
condition of the patient required, the dose was increased 
to 200, 300, and up to 500 or 600 mg. at eight hour 
intervals, a total dose of 1,500 to 1,800 mg. being thus 
far the maximum administered. The complications to be 
described were in no case associated with the higher 
dosage levels. Intramuscular administration should be 
restricted to lower dosage levels, probably not more than 
100 mg. every eight hours, since the material is irritating 
and with appropriate dilution requires injection of fairly 
large volumes of solution, 50 mg. requiring about 4 ml. 
and 100 mg. requiring 8 ml. of solution. The intramus- 
cular injections must always be made into the larger mus- 
cles of the buttock, with appropriate precaution to avoid 
intravenous injection. Intravenous injection may, on oc- 
casion, be used with appropriate precaution to produce 
rapid and intense effect. Material should be diluted so 
that 50 mg. is dispersed in 10 ml. and the injection given 
slowly with the patient recumbent. Precautions noted in 
the European literature to avoid acute collapse from 
hypotension seem to be somewhat excessive, since such 
reactions were, in our experience, even with larger dos- 
age, extremely rare. A good index of the dosage range is 
the following report of number of patients given each 
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dose (every eight hours) on a single day chosen at ran- 
dom: 


eb tsa ccceéets 11 patients Be Ghats ccccesar 78 patients 
4g ESE PEE OEE 82 patients BED Tis cod scicsace 64 patients 
Wiss hice saves 2 patients GED: TRB 0b vesveresee 9 patients 
I isccssteecacc- 91 patients GOD BB esik.ccccsesce 3 patients 
TT 18 patients 


Appropriate groups (a total of several hundred pa- 
tients) treated with placebo and with other drugs, con- 
currently and prior to the study, served as adequate con- 
trols to the experience with chlorpromazine. These groups 
will not be considered in detail in the preliminary report. 
It is sufficient to state that no therapeutic effect has been 
noted with the following substances in similar groups of 


TABLE 1.—Results of Chlorpromazine Therapy 


Hospital Stay, Yr. 
Results * Zero to5 5to10 


Type of Illness Over 10 


In Patients Treated For Less Than Two Months 


PIN Srccscncescanchecece A 1 
B 9 rE a 
Cc 30 6 12 
D 16 12 29 
DM et bag bess Scibbhes. wtthues 56 18 42 
Manie-depressive and involutional A oe 1 
B 2 
Cc 3 3 1 
D 3 2 5 
BAS cals ta hes otinnnt sss conntakdvadies ‘8 r 7 
Miscellaneous psychoses ¢......... A 
B ) 
¢ 14 5 3 
D 13 7 14 
Be cennertbvobsbadstbctbevateccevsskedes 32 12 17 


In Patients Treated For More Than Two Months 





IIR 6 cndoscacesscdnsewns A 38 
B 28 1 3 
( 46 31 17 
D gt 7 »9 
WE tsrincuabogtsersncasaeentnavescnene 120 39 42 
Manic-depressive and involutional A 1 - 
10 — 1 
if 10 3 3 
D 1 1 2 
i innneesdultestgesess<ethsndeirauerse 2» 4 6 
Miscellaneous psychoses.... A 6 
B st) 
Cc 21 2 10 
D 10 6 ) 
Dic atnetiecesoceapsreressMebesesens 46 9 15 
* A, complete recovery; B, good “‘social’’ remission; C, improvement 


of less degree than A or B; D, no change from treatment. 

+ Miscellaneous psychoses includes alcoholic psychoses, chronic brain 
syndromes of various origin, psychosis with hereditary chronic progres- 
sive chorea with mental deterioration (Huntington’s chorea), psychosis 
with mental deficiency, and severe degrees of psychoneurosis. 

t Six of these patients were hospitalized 2 to 5 years. 


patients: acetylsalicylic acid, amphetamine, isoniazid, 
and Meratran [a-(2-piperidyl) benzhydrol hydrochlo- 
ride]. 

Chlorpromazine has been used in conjunction with 
electric shock treatment, with which it is unquestionably 
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synergistic in its effect on psychotic states, and with in- 
sulin, with which it is similarly synergistic. In this pre- 
liminary report, no differentiation is made in tabulating 
patients who have received some concurrent electric or 
insulin treatment, since the number is relatively small 
and since the electric or insulin treatment was alone in- 
adequate to produce improvement. In the management 
of patients with insulin coma therapy, chlorpromazine has 
largely replaced the use of electric shock treatment as the 
accessory treatment in Longview State Hospital. Chlor- 
promazine is synergistic with many varieties of sedative 
and hypnotic. It is well to keep this in mind, particularly 
in the management of excited patients, since relatively 
small doses of barbiturate will produce intense effects 
when patients are fully under the influence of chlorprom- 
azine. It is not unusual to have a patient sleep for periods 
of 12 to 20 hours after a dose of barbiturate that would 
barely have produced somnolence prior to the use of 
chlorpromazine. 


EFFECT ON PSYCHOTIC STATES 

In patients who show a great deal of initial excitement, 
particularly those with manic and schizoaffective disor- 
ders, the medicament is practically specific; 50 mg. at six 
or eight hour intervals, either intramuscularly or orally 
administered, produces marked quieting of the motor 
manifestations. Patients cease to be loud and profane, 
the tendency to hyperbolic associations diminishes, and 
the patients can sit still long enough to eat and to take 
care of normal physiological needs. Some patients require 
more than 50 mg. at six or eight hour intervals to produce 
this effect, but some quieting is noted almost immediately. 
Rarely, in the most wildly excited patients in the manic 
group, excitement does not subside completely under the 
use of the drug and electroshock treatments are required 
in addition. However, electroshock treatments are not re- 
quired with nearly the frequency or intensity necessary 
without the use of chlorpromazine. In the few such in- 
stances we have observed, two to six treatments at inter- 
vals of 24 to 48 hours have been sufficient to produce a 
subsidence of the intense symptoms. In states of excite- 
ment associated with the prolonged use of alcohol, the 
drug is practically specifically effective. Hallucinatory 
states subside within less than 24 hours. Persons who have 
been hospitalized several times and have previously re- 
quired one to two weeks or more for the relief from hal- 
lucinatory states recover within three or four days, and 
this with the use of little or no sedation with other drugs 
and only the associated use of large amounts of the com- 
ponents of the vitamin B complex. 


In the more chronic psychotic states, the effect of the 
drug is much less immediately dramatic, but, for those 
experienced with the relief of psychotic symptoms from 
other measures, the use of the drug produces results that 
are equally gratifying when compared with results in the 
more acute situations. The initial early effect of the use 
of the drug is often a state of drowsiness or somnoleace. 
This effect, however, is not by any means universally evi- 
dent. Many patients experience no somnolence whatever. 
The increase in dosage is managed at least initially on the 
basis of the degree of somnolence and lassitude that is 
produced. This effect is, in practically all instances on the 
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lower dosage levels, transient. After a period of one to 
six weeks, various psychotic components gradually re- 
solve. Hallucinations are almost specifically relieved in 
many patients relatively early in the treatment. This is 
particularly true if the psychosis is of less than one year’s 
duration. In psychotic states of many years’ duration, the 
hallucinatory phenomena are more likely to be fixed and 
resistant, although there is still some effectiveness from 
the use of the drug. 


Severe paranoid ideation subsides more gradually. An 
interesting instance of this is the patient who had many 
ideas of passivity and of control in various ways by the 
communists; even her bowel function was under their 
control. After 54% weeks of administration of the drug 
and after 2 weeks of administration of 200 mg. every 
eight hours, she announced one morning to the nurse in 
charge that everything was different, that she was now 
herself again. On careful interview it was found that all 
of the paranoid ideas had been resolved and the patient 
had become cooperative, mild, even ingratiating, instead 
of sullen, sarcastic, and antagonistic. Another patient, 
who had previously been resistant to insulin coma therapy 
carried to 60 adequate comas reinforced with relatively 
intense electric shock treatment, with the use of chlor- 
promazine subsided to a practically nonpsychotic level, 
with disappearance of hallucinations and the resumption 
of normal activities. Remaining disturbance, which the 
patient described as “ideas running through my head,” 
was completely relieved by the use of four electric shock 
treatments at intervals of three or four days. Chlorproma- 
zine therapy was continued in this patient; when the dose 
was reduced from 150 mg. to 100 mg. there was some 
tendency for symptoms to appear in a mild form. This 
was immediately relieved by increasing the dose again to 
150 mg. 

This brings up the question of how long the drug must 
be administered. The drug is required over prolonged 
periods in persons who have had severe and relatively 
prolonged psychotic states. A period of not less than four 
to six months of administration of the drug is likely to be 
necessary. In psychoses of shorter duration, the drug has 
been withdrawn by gradually reducing the dose to zero 
over a period of two to four weeks soon after the symp- 
toms subside. It is, however, not too critical a matter, 
since in every instance in which withdrawal of the drug 
has resulted in some return of symptoms the effect could 
be again achieved rapidly by resuming administration of 
the drug. 

Certain physiological effects of the drug require some 
further note. The somnolence produced by the drug has 
already been noted. This state is somewhat akin to natural 
sleep. The electroencephalographic manifestations indi- 
cate the relationship to natural sleep, since sleep spindles 
are readily recognized in patients who are sleeping under 
the effect of chlorpromazine and no pathological changes 
in the electroencephalogram occur. The tendency of a 
drop in blood pressure, particularly with upright position, 
is frequently noted but not by any means universally 
present. In a few persons, this effect is intense and re- 
quires modification of dosage. Orthostatic hypotension, 
with systolic levels below 90 mm. Hg in the upright posi- 
tion, occurred only seven times in the group of 500 pa- 
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tients thus far observed. Observations on chemical 
changes in the blood have been carried out; there has 
been no recognizable effect of the drug; basal metabolic 
rates remain relatively unchanged. No electrocardio- 
graphic changes are produced by the drug, either with 
short or long-term observation. Hematological effects are 
discussed in a later section. 


TABLE 2.—Results in Patients Admitted to the Hospital in 1954 
Who Received Chlorpromazine for Two Months or More 


Improve- 


Good ment 
“Social’”’ of 
Complete Remis- Less No 
Type of Illness Recovery sion Degree Change Total 

GID | vase sccensedces 27 22 16 0 65 
Manie-depressive and involu- 

GENES sncicconcsccsnccesesece 2 4 3 0 9 
Miscellaneous psychoses..... 6 8 5 23 


The results of the administration of the drug in pa- 
tients with various categories of psychoses are indicated 
in tables 1 and 2. It is evident from the figures given that 
the drug is particularly effective in persons who have been 
psychotic for relatively short periods, but it is also evident 
that some effect is often obtainable even after long years 
of psychotic withdrawal. This is at times striking and 
dramatic, particularly in psychotic persons who have 
been mute and begin to communicate verbally after hav- 
ing given up this function for periods of 5 to 10 years. In 
patients who have been admitted relatively recently, the 
use of chlorpromazine alone or with electric shock is 
more effective than electroshock or insulin. In those in- 
stances in which electroshock has been used in addition, 
the number of treatments required has been, as previously 
noted, fewer and the intensity of the treatment less than 
would have been required without chlorpromazine. In the 
patients with psychoses of longer duration, the palliative 
effect of chlorpromazine is much more useful in the man- 
agement of state hospital situations than electroshock. 
Electroshock has been used in this way for many years 
at Longview Hospital, but, since the introduction of 
chlorpromazine, the frequency and duration and the num- 
ber of patients requiring restraint have dropped off to a 
negligible level, particularly on those wards where re- 
straint was most in evidence. Increased appetite is a fre- 
quent effect of the drug, with associated gain in weight. 
Not all patients show this change. Occasionally, par- 
ticularly in the early days of administration of the drug, 
there is some diminution in appetite associated with epi- 
gastric distress. In many persons there is slowing of the 
bowel function to an appreciable degree. This requires 
attention and occasional use of enemas to prevent fecal 
impactions. 


UNTOWARD EFFECTS AND COMPLICATIONS 


Untoward reactions and complications of treatment 
are summarized in table 3. The somnolence, which has 
been mentioned, at times becomes excessive and requires 
some modification of dosage to produce a state in which 
the patient can be adequately cooperative. The ortho- 
static hypotension is only occasionally a factor interfering 
with the full use of the drug. The effect of the hypotension 
may be mitigated by the use of ephedrine in relatively 
moderate dosage. 
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A paralysis agitans—like syndrome is produced in some 
persons by the use of chlorpromazine. This varies in in- 
tensity and is seen at varying dose levels in different per- 
sons. The minimal manifestations are development of a 
blank facies and some rigidity of the extremities, with a 
stooped posture. In others these symptoms are exagger- 
ated and the characteristic pill-rolling tremor develops, 
with changes in gait and speech and salivation of varying 
degree. The symptoms subside upon withdrawal or dimi- 
nution of dosage of the drug and in a few patients do not 
return if the dose of the drug is again moderately in- 
creased. In many patients relief from the psychotic mani- 
festations occurs concurrently with the development of 
the paralysis agitans—like syndrome. If this occurs, some 
balance between the improvement and the untoward 
effect must be attempted by modification of dosage. Many 
patients prefer to suffer the paralysis agitans for a rela- 
lively brief period to achieve freedom from psychotic 
manifestations. 


Dermatological Manifestations—About 8% of per- 
sons treated with chlorpromazine develop changes in the 
skin of quite variable characteristics. Minor degrees of 
urticarial rash are seen most frequently. Occasional mor- 
biliform and scarlatiniform lesions occur. In one person 


TABLE 3.—Untoward Reactions and Complications of Treatment 
with Chlorpromazine 
Skin 
Reac- Paralysis Hypo- Agranulo- 
tions Agitans tension cytosis Jaundice 


Length of Therapy at Onset 
of Complication, Weeks 


Dotdbownsscseceessassanes 23 - 4 oe 1 
(4 days) 


Piiechesteosecsuonnsennen & 4 
Disevwevtenrscecsevesses 1 
gb GN4044daweneeteeccesns 4 1 
© UR ise evcvessenccccesse 13 
Period continues......... 1 0) 4 


ins oh 0040000060090000 15 30 7 
Bn cave esnstsces 1 a os 3 
Corticotropin........s0. 1 - ~~ 3 
Antihistamines.......... 14 _ - 1 
Chlorpromazine, in re- 

duced dose........... 3 16 3 


Chlorpromazine Therapy Resumed 
Wlicteden00sesessenevceoe ll 1 


Treatment not inter- 
eer Tre 20 27 3 


Total Complications......... 338 b4 7 3 


multiple papular lesions occurred, with some tendency to 
end in development of pustules. The urticarial manifes- 
tation is most characteristic and is occasionally accom- 
panied by varying degrees of edema of the face and of the 
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extremities. This type of change responds readily to the 
use of antihistamines, in the milder instances without dis- 
continuing the use of chlorpromazine. However, in the 
more intense reactions, chlorpromazine therapy should 
be discontinued for a time. In persons who have had rela- 
tively intense exposure to the sun, the edema, particularly 
of the face and eyelids, may become extreme. This is in 
all respects similar to other instances of severe sunburn. 
It subsides rapidly with the use of antihistamines and rela- 
tively small doses of corticotropin (ACTH) gel given 
over a period of three to five days. In persons who have 
had the more severe dermatological manifestations, ad- 
ministration of the drug has been resumed after two to 
five weeks, and in no instance was there a relapse of the 
dermatological manifestation sufficient to require discon- 
tinuing therapy with the drug. In a few persons an anti- 
histamine was necessary to relieve the minor degrees of 
urticaria. 


Jaundice was described and has occurred in varying 
proportion in the reported series of cases. Maximum 
incidence has been 3%; in the group here reported there 
has been but one patient who has been jaundiced in over 
500 patients treated. Jaundice has been studied carefully 
by others. It has been found to be the result of an inter- 
canalicular cellular infiltrate and is obstructive in char- 
acter and not hepatocellular. The jaundice subsides rap- 
' idly on discontinuing therapy with the drug. Insufficient 
experience is yet available to determine whether patients 
who have once had jaundice can be satisfactorily re- 
treated. Treatment of the jaundice consists of discon- 
tinuing therapy with the drug and possibly the use of 
small amounts of corticotropin gel daily for a few days. 
In the one instance observed, the jaundice subsided within 
four days. Other authors report jaundice that requires 
longer periods to subside. 


The most important and frightening complication that 
has been observed from the use of chlorpromazine is 
agranulocytosis. At the state hospital we have observed 
three instances of this, with characteristic syndrome of ab- 
sent polymorphonuclear leukocytes in the peripheral 
blood, fever, and severe sore throat. Each instance was as- 
sociated with a necrotic lesion: one was a necrotic lesion 
developing on an allergic lesion on the dorsum of the 
hand, another was a small necrotic lesion near the tip of 
the tongue, and the other was the more typical necrotic 
area in the pharynx. These patients have all recovered; 
the use of chlorpromazine was stopped immediately, anti- 
biotics were given to protect the patients from infection, 
and relatively intense use was made of corticotropin gel 
and corticotropin for intravenous use. The routine estab- 
lished in the first case was therapy with corticotropin gel, 
40 units twice daily by intramuscular injection, with the 
addition of 40 units intravenously for the first three days. 
At the same time, penicillin, 500,000 to 1,000,000 units 
twice daily, was administered in one of the slowly ab- 
sorbed forms; in two instances, tetracycline (Achro- 
mycin) hydrochloride was given in addition because of 
persistence of fever after there was evidence of beginning 
recovery from the acute phase of the complication. For- 
tunately, in two of the persons, it must be noted that the 
degree of mental recovery justified the risk that was in- 
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volved in the development of agranulocytosis. This com- 
plication from the use of chlorpromazine is considered 
serious but probably a more justifiable risk with modern 
facilities for treatment than formerly. Less severe degrees 
of leukopenia have been observed. In the initial period of 
this study, leukopenia was considered sufficient reason for 
discontinuing therapy with the drug. The first patient in 
whom this condition was observed, however, was treated 
again. Leukopenia developed only to a minor degree 
(4,300 leukocytes per cubic millimeter) , and therapy was 
continued. Subsequent fluctuations of the white blood 
cells continued at normal levels, and the patient’s psy- 
chotic state subsided over a period of four to six weeks 
under administration of the drug, as it had not subsided 
from electric shock treatment. At Longview State Hospi- 
tal, therefore, we consider the lesser degrees of leukopenia 
are not a contraindication to the continued use of the drug 
but are simply an indication for closer observation and, if 
necessary, protection of the patient with antibiotic ther- 
apy. If there is any tendency for the granulocytic cells to 
be severely affected, the drug is immediately withdrawn. 


SUMMARY AND CONCLUSIONS 


In initial experience with the use of chlorpromazine in 
over 500 patients, results varied from extremely favor- 
able in psychoses of recent origin to satisfactorily pal- 
liative in psychoses of long duration. Apparently all of 
the generally recognized psychotic “disturbed” conditions 
respond at least to some degree to chlorpromazine [10- 
(y-dimethylaminopropyl) -2-chlorophenothiazine hydro- 
chloride], which is, in certain instances, happily syner- 
gistic with electric stock and insulin in producing re- 
covery from psychotic states. Chlorpromazine is con- 
sidered the most useful and important aid to relief 
from states of psychomotor excitement. The untoward 
effects and complications from the use of the drug can 
be combated with appropriate methods of treatment. 
More prolonged observation will be required to orient 
the use of this drug in the total structure of psychiatric 
treatments. 





Abdominal Pregnancy.—Abdominal pregnancy is one of the 
most interesting but, unfortunately, one of the most hazardous 
complications of pregnancy; although rare, it must be kept in 
mind, otherwise correct diagnosis will frequently be missed. 
Torpin stated that the presence of vaginal spotting and un- 
explained abdominal pain in a pregnant woman should suffice 
to put the clinician on guard, and a pregnancy with these signs 
should be considered extra-uterine unless proved otherwise. . . . 
Abdominal pregnancies can be either primary or secondary; 
most are secondary, and are usually a sequela of tubal preg- 
nancy. Clinical aids in diagnosing this condition include a care- 
fully taken history, evidence of vaginal bleeding and pelvic pain, 
displacement of the cervix, and the presence of an extra-uterine 
mass. The pituitary extract test and roentgenograms are also of 
use in diagnosis. Maternal mortality in abdominal pregnancy is 
reported to be from 15 to 30 percent, and fetal mortality from 
75 to 85 percent. Surgical intervention is the treatment of this 
condition, but because of the dangers of massive hemorrhage 
the optimum time for operation is a matter of controversy.— 
Capt. H. Horner and Col. H. E. Harrison (MC), U. S. Army, 
Abdominal Pregnancy, United States Armed Forces Medical 
Journal, February, 1955. 
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The deodorizing action of chlorophyll both in vitro 
and in vivo has been the subject of bitter controversy.’ 
Unfortunately, those instruments available for the study 
of odor leave much to be desired in terms of the accu- 
rate, nonsubjective, quantitative, controlled determina- 
tion of the deodorizing properties of chlorophyll. This 
study was intended to evaluate in a relatively controlled 
manner the deodorizing properties of a chlorophyll-con- 
taining solution in consecutive cases of malignant disease 
of the head and neck wherein odor had become a con- 
stant prominent aesthetic problem. In each of these cases 
the odor was characteristic of the patient and was objec- 
tionable to the point that it was unpleasant to enter the 
room or area of the ward that the patient occupied. 


METHODS 


Twenty-seven patients, 26 men and 1 woman, were 
included in this study. Their ages ranged from 40 to 79 
years. All patients were suffering from advanced or ter- 


TABLE 1.—Histories of Twenty-Seven Patients with Head and 
Neck Cancer Evaluated for Odor 


Prognosis 
or 


Case 
No. Age Sex Type of Lesion Primary Area Outcome 


1 62 M Epidermoid carcinoma om. left alveolar Died 
riage 
2 73 M Epidermoid carcinoma Tongue Died 
3 7 M Squamous cell epi- Nasopharynx Died 
thelioma E 
4 47 M Epidermoid carcinoma Larynx Died 
5 60 M Squamous cell epi- Gum, right alveolar Died 
thelioma ridge 
6 56 M Epidermoid carcinoma Left tonsillar fossa Died 
7 73 M Adenocarcinoma Right parotid gland Died 
8 79 M Epidermoid carcinoma Left gingivae Died 
9 58 M Squamous cell carci- Floor of mouth Fair 
noma 
10 «64 M Metastatic carcinoma Rectum Died 
11 48 F Metastatic carcinoma Rectum Died 
2 «688 M Metastatic carcinoma Rectum Died 
138 «6865 M Metastatic carcinoma Unknown Died 
14 74 M Adenocarcinoma Rectosigmoid Poor 
1 68 M Epidermoid carcinoma Floor of mouth Died 
16 69 M Squamous cell carci- Tongue Died 
noma 
17 54 M Epidermoid carcinoma Pharypx Died 
18 66 M Epidermoid carcinoma Left tonsillar fossa Poor 
19 61 M Osteogenic carcinoma Left maxillary sinus Died 
20 = M Squamous cell carci- Right tonsil Died 
noma 
2 8626588 M Adenocarcinoma Sigmoid colon Poor 
22 «68 M Epithelioma Nasopharynx Poor 
23 6 M Squamous cell carci- Tongue Died 
noma 
“u 67 M_— Epidermoid carcihoma Buceal mucosa Died 
2 68 M Carcinoma Tongue Died 
6 78 M _—sCOExtrinsic carcinoma Larynx “Guarded” 
2 40 =j%M Squamous cell carci- Floor of mouth Died 


noma 


and left subman- 
dibular area 


minal carcinoma, in nearly all instances primary or meta- 
static to the head and/or neck and usually communicat- 
ing with the oral cavity. A summary of the age, sex, type 
of lesion, and prognosis or outcome appears in table 1. 
Over the one year period covered by this study, all 


inpatients with sufficiently severe odor from head and 
neck lesions were placed on the test regimen. Although 
the study was set up and the performance of it supervised 
by us, the routine daily experimental subjective odor 
evaluations were performed principally with the as- 
sistance of and by the members of the nursing staff, 
who had considerably more constant and closer contact 
with the patients. Each nurse was previously instructed 
in the technique of application of the solutions and the 
criteria of patient evaluation. 

Two solutions were used alternately. Solution 1, the 
“active” solution, contained water soluble derivatives of 
chlorophyll “a.” Solution 2, a placebo control solution, 
was of the same color and consistency as the therapeutic 
formula except for the substitution of an inert vegetable 
dye (producing identical coloration) for the active in- 
gredient, chlorophyll. The nurses, while evaluating the 
effects of the two solutions on the odor of the patients, 
made recordings according to the “double blind” tech- 
nique. The spray atomizers containing the experimental 
solutions were identified by coded number only, and the 
order of administration (active or placebo control) was 
scrambled weekly. Each solution was administered with 
a DeVilbiss hand spray atomizer and was applied copi- 
ously as a spray six times a day for a period of one week. 
At the conclusion of the one week period the nurses, in 
collaboration, evaluated the results of treatment by filling 
out a report sheet for each patient, describing their over- 
all evaluation of the patient’s odor (and hence indirectly 
determining the deodorizing properties of the solution 
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they had applied) during the previous week. One or more 
nurses individually or in collaboration evaluated each pa- 
tient-solution-week period. At the conclusion of each one 
week period, the alternate solution was applied in identi- 
cal fashion and evaluated similarly by the same nurses 
over a second one week period. The odor of each patient 
was evaluated in terms of the sum total of the nurses’ 
daily experiences during that week concerning the un- 
pleasant quality and intensity of the patient’s odor as 
follows: 4, very severe; 3, severe; 2, moderate; 1, slight; 
0, absent. At the conclusion of each weekly period each 
patient’s experimental record sheet was withdrawn from 
the nursing office. The entire weekly procedure with 
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were studied for four or more time periods, analysis of 
the quantitative aspects of the findings was considered 
in terms of independent time period evaluations. Thus, 
an increase in odor with the chlorophyll solution com- 
pared with the placebo control solution occurred in 
order of magnitude: 2*, 3 times; 1*, 21 times; no change 
33 times; and the reverse occurred 2*, 5 times; 1*, 11 
times. An over-all average difference of 0.082 units 
reduction in odor occurred with the placebo control as 
compared with the chlorophyll solution. When this aver- 
age difference * is compared with the standard error of 
the average differences, a critical value of the relative 
deviate of 0.42 is found, which denotes that the average 


TaBLeE 2.—Odor Evaluations in Twenty-Seven Patients with Head and Neck Cancer After Application of Chlorophyll-Containing 
and Placebo Preparations 














Application evaluation period 1 2 3 4 5 6 
aera a aa 2 A ie " an ‘ ¢ a. | ages ‘ ¢ 
Chloro- Chloro- Chloro- Chloro- Chloro- Chloro- 

ND ais Wicistncnanabesmins phyll Placebo phyll Placebo phyll Placebo phyll Placebo phyll Placebo phyll Placebo 
Case No. 

Disedddebasiihmecavenewbeernnes 1 1 1 3 3 2 1 3 4 4 3 4 

a a aC ae a 1 2 2 2 1 0 2 0 0 2 2 2 

Diviidevestdeevrdspectecteuteen 4 3 4 4 4 4 4 3 

Ditcscvendectiscewueradensaes q 2 2 2 4 3 3 2 

Ditciiwitéstusevicedsaesmenees 4 4 4 3 oe oe 

Dikedchededseectcchenmmeneneas 2 2 3 3 oe 

EN SEE ye Ea Tt. aN ES * 2 2 3 2 2 2 

Diichnndete combaceseenaeoeeres 2 4 3 3 3 4 

Davnctbbeocesecivencsebueseseese 3 1 1 2 oe ee 

Pidtnedctneinsbabenneeeeneeenes 2 3 3 2 oe 

ibe vices iduibwceipeieveress 2 2 4 3 2 2 1 1 

ee ee eee ee 3 2 2 3 3 3 1 3 

Dictesdthiadinctasvirarinadbeess 2 2 3 2 ie 

Bhitdotedicciewnsdcaneadeedies 2 2 2 2 3 3 ° 

is.06 cccccinideacavénvbtwedeteee 3 2 1 1 oe 

die ainenanncdaltthdadinad 3 3 3 2 3 2 

Dies etindesodatsnedsenaeenus 2 2 1 2 2 3 

Piitiin a 46s bihes eaeennweboniaas 3 2 2 2 oe 

Bisinccscorevssatenenpiannadia 4 4 2 3 e 

cteseescccedsuaeibietenctanes 2 2 3 2 os 

Wbb6ckcercsvccusneeuseenetteess 3 3 3 2 ee 

lacie adcicnenesdebininniedpansiiaiaien 3 2 2 3 3 2 » 

canine nese hcddasedaa manda wens 2 2 2 3 ee 

Divedccendedsccuitqenspeteateaes 2 2 es oe 

ind 09 00Es Nbsr tee eeweeiedebwess 4 4 ee 

cuntuitadéddentwadeudaauaeabede 2 1 2 2 

Micisdvescetisscecredabonesaeae 3 3 ° oe ‘ 
De ORI 5 wh ccaticedetses 27 27 24 24 12 12 6 6 2 2 2 2 
PE SD wv oncvivdsesedseneseous 70 62 58 58 34 30 12 12 4 6 5 6 
ee 2.6 2.3 2.5 2.5 2.8 2.5 2.0 2.0 2.0 3.0 2.5 3.0 
Over-all total seore: Chlorophyll solution, 183; placebo solution, 174. Ratings: 4, very severe; 3, severe; 2, moderate; 1, slight; 0, absent. 


medicament numbers coded and scrambled was repeated 
for each patient for as many weeks as conditions would 
permit. No preferential order of administration was per- 
mitted. 
RESULTS 

Results after the application of the chlorophyll-con- 
taining and placebo control solutions in terms of odor 
determinations recorded after the use of each solution 
during each weekly run appear in detail for each patient 
in table 2. Examination of the data in table 2 discloses 
a total of 73 one week time periods of odor evaluation 
for the 27 patients in the study. In 33 of these periods 
no change in odor was noted; in 24 periods there was an 
increase in odor with the chlorophyll solution as com- 
pared with the placebo control solution; in 16 periods 
there was a reduction in odor. Since only six patients 





2. Chilton, N. W.: Analysis in Dental Research, Office of Technical 
Services, United States Dept. of Commerce, 1953. 


difference could have occurred through the action of 
chance quite readily; this difference can be termed statis- 
tically not significant. 
COMMENT 

In order to minimize bias resulting from the authors’ 
previous experiences with chlorophyll-containing com- 
pounds, nurses without definite positive or negative pre- 
dilections were used to make the subjective evaluations 
of odor. Weekly variations in oral evaluations may have 
been influenced to some degree by unintentional increased 
effort at hygiene by both the nursing staff and the patient. 
On the other hand, over the two week period, as the 
disease processes usually inevitably increased, the pa- 
tients’ over-all condition may have tended to deteriorate 
slightly and the severity of the naturally occurring odor 
may have tended to increase somewhat. As expected there 
was some day-to-day and week-to-week variation in the 
odor evaluations that might probably best be attributed 
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to chance variation in the recording of such highly sub- 
jective determinations. The “double blind” evaluation 
technique and repeated weekly switching were used to 
minimize both chance and bias where possible. 

In some cases it appeared that dressings maintained 
larger quantities of solution in contact with the lesions 
and hence might have tended to decrease the odor, while 
in other cases the presence of a dressing may have re- 
tained odoriferous material in situ, tending to mechani- 
cally prevent the full action of the chlorophyll-containing 
solution. Use of dressings was continued, however, when 
indicated. No unusual attempt was made in any case to 
remove debris or necrotic material. The constant trauma, 
the contamination and infection, the washing and diluting 
action of saliva, the movements of the lower jaw, the lips, 
and the tongue—all these tend to minimize the effective- 
ness of any drug solution applied topically in the ana- 
tomic areas under consideration. These difficulties are 
less often met with in the therapy of lesions in other areas 
of the body. These problems, together with inherent dif- 
ferences in the characteristics of the oral tissues, suggest 
the impracticability of transposing clinical findings based 
on therapy of regions elsewhere in the body to within the 
oral cavity. However, it can not be assumed without 
clinical trial that failure of intraoral topical therapy would 
presage failure elsewhere on the body. 

The discoloration by the chlorophyll-containing solu- 
tion of the patient’s person, dressings, bedclothes, and 
linen, when applied about the head and neck, cannot be 
minimized, as the discoloration represents a serious aes- 
thetic and economical deterrent. Chlorophyll-containing 
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solutions grossly stain tissues to which they are applied, 
especially if administered often and copiously in “thera- 
peutic” concentrations. It is questionable on the basis 
of aesthetics alone whether visible massive discoloration 
is more or less disconcerting than a slight odor. Also, the 
high cost of application of the concentrated chlorophyll- 
containing solutions cannot be overlooked when dealing 
with noncurative medication of doubtful effectiveness. 
The difficulties involved in the subjective evaluation 
of odor should not be minimized. However, had the highly 
disagreeable odors been totally abolished by the chloro- 
phyll-containing solution, this would have been relatively 
immediately obvious. In terms of the presence or absence 
of odor, it can also be stated unequivocably that some 
portion or all of the odor remained without regard to 
whether the chlorophyll or placebo control solutions was 
used. No definite conclusions should be drawn as to the 
deodorizing properties of the chlorophyll-containing solu- 
tions in patients with a much smaller degree of odor. 


SUMMARY AND CONCLUSIONS 

Controlled, “double blind” application of a chloro- 
phyll-containing and a placebo solution was carried out 
on the lesions of 27 consecutive patients with advanced 
or terminal carcinoma, in nearly all cases primary or 
metastatic to the head and/or neck and usually communi- 
cating with the oral cavity, in whom odor had become a 
constant and prominent aesthetic problem. A chlorophyll- 
containing solution was found to be ineffective as a 
deodorizing agent. 


99 Fort Washington Ave. (Dr. Kutscher). 





NEONATAL 


TORTICOLLIS 


William B. Kiesewetter, M.D., Philip K. Nelson, M.D., Vincent S. Palladino, M.D. 


C. Everett Koop, M.D., Philadelphia 


Chandler ' has for a number of years espoused the idea 
that there is a close relationship between the fibrous 
tumors of the sternocleidomastoid seen in the neonatal 
infant and the classical muscular torticollis of older chil- 
dren. These fibromas are seen in infants between 2 weeks 
and 2 months of age as firm, discrete masses lying within 
the sternocleidomastoid muscle. They are seldom present 
at birth but develop rapidly in the neonatal period. They 
usually disappear spontaneously in four to eight months 
if not removed, but their disappearance is generally not 
the end of the problem. While the tumor is present, or 
after its disappearance, certain changes take place similar 
to those seen in older children with torticollis. The head 
is turned away from the affected side due to the shorten- 
ing of the sternocleidomastoid muscle. A facial asym- 
metry occurs, with the unaffected side being prominent 
and full. The cranium also becomes asymmetrical, with 
a flattening of the unaffected occiput and a protuberance 
of the ipsilateral frontal area. The typical torticollis that 
is seen in the older child occurs generally between 4 and 
10 years of age, but with the identical physical findings 
of turned head and facial and cranial asymmetry. Not 


all patients with neonatal fibromas later have true torti- 
collis, nor do all older children with torticollis have a 
neonatal history of fibroma. Two aspects of this problem 
seem not to have been investigated and led to this pres- 
ent clinical study. They may be best summarized in two 
questions: 1. Do abnormalities of pregnancy or delivery 
play any part in the origin of this condition? 2. Will the 
removal of the fibroma neonatally prevent subsequent 
torticollis in a high percentage of cases? 


METHODS 


Our case material was derived from 46 patients treated 
for torticollis in the Children’s Hospital of Philadelphia 
by the surgical and orthopedic departments. Thirty-two 
were patients with surgical problems seen in the early 
months of life for torticollis and/or a “cervical tumor.” 
Fourteen cases came from the orthopedic service. Ten of 





From the Department of Surgery, School of Medicine, University of 
Pennsylvania, and the Surgical Clinic, the Children’s Hospital of Phila- 
delphia. 

Fourteen cases included in this study are from the orthopedic service 
of Dr. Jesse Nicholson, Children’s Hospital of Philadelphia. 

1. (a2) Chandler, F. A., and Altenberg, A.: “Congenital’’ Muscular 
Torticollis, J. A. M. A. 125:476 (June 17) 1944. (6) Chandler, F. A.: 
Muscular Torticollis, J. Bone & Joint Surg. 30-A: 566, 1948. 
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these patients were 2 years of age or older and were seen 
because of frank torticollis alone. Analysis of all cases 
was performed as follows: Abstracts of hospital charts 
were made and information was tabulated. To supple- 
ment this, questionnaires were sent to the parents re- 
questing information concerning the obstetric history 
and the present condition of the children. In addition, 
we requested the name of the physician in attendance at 
delivery. Of the 46 patients written to, 35 responded 
and 5 could not be contacted. Letters were then sent to 
the attending physicians requesting specific information 
concerning pregnancy and labor. Of the 35 physicians 
contacted, 31 replied. Lastly, the children were seen by 
us in personal follow-up. 


TABLE 1.—Methods of Delivery in Forty-Six Patients 
with Torticollis 





Patients 
Ortho- 
Method Surgical pedie Total 

Normal delivery 

With or without outlet forceps....... 11 9 20 
I HNN. 5 cekaendecscccssconsscesses 18 6 24 

eRe CONNIE, cccdcescicss eae “ 6 1 

Without foreeps.......... bouee ea ci 1 

PO stadmeerorssseeese Fg cathe beach 12 3 

IN socnesgbieetsdsdeecwoetsxeeees ws 1 
SIN dis iba 0 mien ka-denunadiopcinmaeuinwacuicas 2 oe 3 


DATA 


Pregnancy.—The majority of children were delivered 
at term, with six pregnancies going up to a month beyond 
estimated delivery date and five mothers delivering up 
to a month before expected date. Three patients bled 
during pregnancy, one had preeclampsia, and one had 
a twin pregnancy. Only one of the twins developed torti- 
collis. All abnormalities occurred in the group of surgical 
patients; seven of these patients had x-ray therapy during 
pregnancy. Two showed cephalopelvic disproportion, 
three a breech presentation, one twins, and one a mid- 
plane contracture. No mention was made of lateral incli- 
nation ©: the head. One of the disproportionate fetuses 
was delivered by cesarean section but developed torti- 
collis. In studying this phase of the problem, there was 
no essential difference between the surgical (neonatal) 
and orthopedic (childhood) cases. All information was 
gained from the obstetricians and mothers themselves. 


Labor.—Information on labor was obtained from the 
attending obstetrician for the most part, supplemented 
in a few cases by the mother’s history of delivery. All 
except one of the children in the series were delivered in 
a hospital. Labor was spontaneously initiated in 43 of the 
46 cases. In only 30 cases was the length of labor accu- 
rately enough determined to be certain of its duration. 
Twenty-two mothers were in labor less than 12 hours, 7 
had a labor of 12 to 24 hours, and only one had labor 
prolonged beyond 24 hours. 

The incidence of abnormal presenting position in this 
condition is significant. Of the 32 neonatal cases of tume- 
faction, in 12 (38%) there had been breech presenta- 
tion, while 4 of the 14 older children with torticollis alone 
(29% ) had either breech or transverse presentation. The 
high percentage of breech presentations in both groups 
is in contrast to the generally accepted breech incidence 
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of 3% in large series of deliveries. A high percentage of 
the patients showing tumefaction and/or torticollis had 
difficult deliveries. Only 20 of the 46 had what could be 
called normal deliveries, the remainder being classified 
as difficult. The causes of difficulty are listed in table 1. 
There was no difference between the surgical and ortho- 
pedic groups in the over-all picture, but there was a higher 
incidence in both groups of abnormal and difficult deliv- 
eries. 

Neonatal Period.—The surgical group showed 9 of 
32 children with some abnormality on physical exami- 
nation, ranging from frank torticollis to anemia. Aside 
from the two cases of frank torticollis in this group, the 
remainder of the abnormalities were not important. Three 
of the 14 orthopedic patients showed either a forceps 
mark or a forceps cut. This may be of importance only if 
it indicates a difficult delivery. The spread in birth weight, 
where recorded, generally followed the average curve. 
The children ranged from 5.5 to 10.5 Ib. (2,268 to 
4,536 gm.), with 80% falling between 6 and 9 Ib. (2,722 
to 4,082 gm.). Birth weight, therefore, seemed of no 
significance in the problem. Examination of the newborn 
infant again showed no significant difference between 
the surgical and orthopedic groups, although there were 
two cases of frank torticollis in the surgical group. 

Case Study.—Careful analysis was made of all the 
cases in their many phases. There were some differences 
between the surgical (early) group and the orthopedic 
(later) group. These differences are noted where signifi- 
cant. The problem of tumefaction and/or torticollis 
seems to be confined generally to the white race, as only 
2 of the entire series of 46 cases were in Negro children. 
This incidence of 4% is well below the anticipated in- 
cidence in a hospital where the over-all admission ratio 
is only 2 to 1 in favor of the whites. Contrary to the gen- 
eral literature findings of a slight preponderance of fe- 
males showing this lesion (53% ), our series showed that 
32 males and 14 females had it, a 69% preponderance 
for the males. In only 27 of our series was it possible to 
elicit the position among the siblings of the child who 
was affected by the tumefaction or torticollis. Sixteen 
of these were first children. 

Table 2 is of interest, because it reveals that, in both 
the surgical and orthopedic groups, there was a low inci- 


TABLE 2.—Age at Symptom Onset in Forty-Six Patients 
with Torticollis 





Patients 
2 —— 

Age Surgical Orthopedic Total 
a hes needs 4 2 6 
1 to 4 weeks..... , ; 25 6 $1 
5 to 8 weeks..... ; 1 1 2 
. Eee See ‘ : 1 1 2 
) een . 1 - 1 
| ae ‘ : - in 3 8 
GHP. ccvcces ; creas ae os ee 1 1 


dence of signs and symptoms at birth but a high incidence 
of signs and symptoms early in life. These figures are of 
interest only in relation to the common conception that 
hemorrhage into the sternocleidomastoid muscle is the 
causative factor in the problem. If this were true, one 
would expect the signs and symptoms to be present more 
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frequently at or immediately after birth. The incidence 
of tumor and/or torticollis as the first symptom is sum- 
marized in table 3. 

There are two generally accepted methods of therapy 
for torticollis, exercises and surgery. We were interested 
to find that 7 of the orthopedic patients (50% ) had exer- 
cises prescribed. Three of these came to surgery because 
of the failure of exercises, one was cured by them, and 


TABLE 3.—Symptoms at Onset in Forty-Six Patients 
with Torticollis 





Patients 
Ortho- 

Symptom Surgical pedie Total 
Tumor with torticollis............eeesee 14 1 15 
Tumor without torticcllis................ 17 ee 17 
Torticollis without tumor............... 1 13° 14 

* Three of these late orthopedically treated patients had a history of 


tumor and/or torticollis in the first 8 weeks of life but had no medical 
attention at that time. 


three were lost to follow-up. The other seven patients 
were operated on without any trial of exercises. Only 3 
(9% ) of the 32 surgical patients came to operation with 
any exercise therapy having been used initially. Of 32 
surgical patients, 28 were admitted before the age of 3 
months; the 4 remaining children ranged in age from 
3 months to 4 years. The earliest admissions were those of 
three patients operated on at 3 weeks of age. Of 14 
orthopedic patients, 4 were less than 7 months of age 
and were admitted for other medical reasons; therefore, 
the torticollis was an incidental finding. Of the remaining 
10, all were over 2 years of age, the oldest being 11. 

Interesting physical findings were elicited in this study. 
A review of cases in the literature indicates a 55% pre- 
dominance of right-sided involvement. Examination of 
our series reveals that there were 32 (69% ) with right 
sternocleidomastoid involvement. Frank “wryneck” was 
present in all of the orthopedic group, while only 18 of 
the 32 surgical patients had it. Limitation of head motion 
followed these figures exactly. Cranial asymmetry was 
present in 9 of the orthopedic patients, absent in 1, and 
not recorded in 4; of the 32 surgical cases it was present 
in 8, absent in 14, and not recorded in 10. 


TABLE 4.—Treatment in Forty-Six Patients with Torticollis 


Patients 
A, 
Treatment Surgical Orthopedic Total 

Operative 

EE Pe 1 10 ll 

TUMOP GEIR. oc ccc cccccccsee 31 7 31 

PP I is oeevedtescsceces es 4 4 
Postoperative 

ee oe 10 10 

TREATMENT 


The treatment of this series of patients is summarized 
in table 4 and for discussion is broken down into the 
surgical group and orthopedic group. 

Surgical Group.—It is a sound pediatric surgical con- 
cept that all tumefactions in children should be con- 
sidered malignant until proven otherwise histologically. 
Following this tenet, 31 of our 32 patients were subjected 
to excision of the mass, 14 with the end in view of correct- 
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ing the already present torticollis and 17 for diagnostic 
verification of the muscle mass. The remaining patient 
had a myotomy for a late torticollis alone. A skin crease 
incision was made over the low neck, and one or both 
heads of the sternocleidomastoid muscle had the tumor 
excised from them. Eighteen of the patients had fibromas 
present in both heads of the muscle. Any other secondary 
tight fibrous bands were divided to give the head free mo- 
tion. Subcuticular nylon closure was used; this was re- 
moved in five to seven days. Ten to 14 days after surgery 
the parents were instructed to begin full range of motion 
exercises, which were kept up for about four to eight 
weeks, These exercises were done once or twice daily 
during this period. No braces or casts were used in this 
group. 

Orthopedic Group.—As indicated above, four patients 
were not subjected to surgery, as they had early cases and 
were advised to use exercises. Of the 10 patients sub- 
jected to operation, myotomy was used in all instances, 
since only fibrosis was present. All of the patients had 
a corrective cast applied for varying periods, after which 
exercises were used to regain muscle strength and full 
range of motion. Table 5 reveals a high incidence of 
satisfactory correction of the torticollis in both the neo- 
natal and later results. Of great importance it seems to 


TABLE 5.—Results of Treatment in Forty-Six Patients 
with Torticollis 


Patients 
~— 
Ortho- 
Results Surgical pedie Total 

I 55 weedikas dannesesesesenseecs 20 7 27 

(torticollis and motion limitation) 
Moderate improvement............00.0006 4 2 6 

(torticollis and motion limitation) 
No improvement................ -~ , - 
Be Fin on bev 00 9430050 ve x0s0kiescene s 5 13 


us is the fact that there were no failures in either group. 
Unfortunately, our figures on the correction of the cranial 
asymmetry were not accurately recorded, but from per- 
sonal follow-up it would appear that greater and quicker 
return to normal is achieved by early correction of the 
torticollis. Longer standing asymmetry does not show 
nearly the same degree of return to normal. 


PATHOLOGY 


The gross lesions removed surgically varied from 1 to 
about 3 cm. in diameter and appeared as firm, round to 
ovoid masses within the body of the muscle or occasion- 
ally without a recognizable muscle coat. On section, the 
surface was variously described as white, greyish-white, 
or pinkish-white, depending probably on the amount of 
surviving muscle within it. The consistency in nearly all 
cases was quite firm and often had a whorled or somewhat 
lobulated appearance, as would be expected from the es- 
sentially fibrous nature of the lesion. A true capsule was 
invariably lacking, and the border of the mass usually 
had a blurred appearance caused by the interdigitation of 
the fibrous tissue and relatively uninvolved bundles of 
the striated muscle. Sections for microscopic study were 
available in 32 of the cases. These were fixed in 40% 
formaldehyde solution (Formalin) and stained with 
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hematoxylin and eosin. In some cases, in addition, Mas- 
son’s trichrome and Turnbull’s blue stain for iron-con- 
taining pigment were used. 

The microscopic picture was one of replacement of 
striated muscle by fibrous tissue, with varying degrees of 
atrophy in the surviving muscle fibers. An average of 
85% of the muscle bundles examined were so replaced. 
Dense collagen was present in only 20% of the cases and 
was not conspicuous, suggesting that the lesions were 
not of long duration. The fibrous tissue was usually finely 
fibrillar and only moderately cellular; nuclei were fairly 
uniform and were oval to elongate. Mitoses were quite 
rare. There was a tendency for the fibrous tissue to re- 
place and more or less preserve the outline of muscle 
bundles. Evidence of degeneration and atrophy of stri- 
ated muscle was seen in all cases. It was best seen about 
the periphery of the lesion, where muscle fibers were 
more abundant. Changes observed included loss of cross 
striations, marked shrinkage in diameter of muscle fibers 
to one-fifth or less of the normal diameter, occasional 
vacuolation of muscle fibers, and the appearance of multi- 
nucleated masses of sarcolemmic nuclei, the so-called 
muscle giant cells. These latter aggregates are usually 
interpreted as representing early attempts at regenera- 
tion of muscle fibers.” 


The lesions were quite vascular, but no evidence of 
intrinsic vascular lesions, such as hemangioma, venous 
or arterial thrombi, or occlusions, were discovered. 
A careful search was made for evidence of edema and 
inflammatory infiltrates. Such changes were minimal and 
were confined to microscopic foci of lymphocytes and, 
less commonly, polymorphonuclear leukocytes. These 
were present in half the cases and were usually perivascu- 
lar. Small areas of edema were present in one-third of the 
cases. No correlation of these minor inflammatory foci 
with the age of the patient and possible duration of the 
lesion was possible. One point of interest was the pres- 
ence of hemosiderin in eight cases. In all eight, the pig- 
ment stained deep blue with the Turnbull blue stain for 
iron. The hemosiderin was present in small amount and 
only was seen in a few foci about vessels. Occasionally it 
was within macrophages. Thus there was definite evi- 
dence of old hemorrhage in 25% of the cases. It would 
not appear likely that a massive hematoma had been pres- 
ent in any case, however. It is our belief that extravasa- 
tion of blood was a very minor feature. 


Fibromatosis of the sternocleidomastoid muscle must 
be differentiated from fibrosarcoma, from desmoid tu- 
mors, and from fibromatosis of palmar and plantar fascia. 
The typical location of the lesion in the lower half of the 
sternocleidomastoid muscle together with the age of the 
patient are almost diagnostic by themselves. Histologi- 
cally, the fibromatosis is less cellular than even the best 





2. Adams, R. D.; Denny-Brown, D., and Pearson, M. J.: Diseases of 
Muscle: A Study in Pathology, New York, Paul B. Hoeber, Inc., 1953. 

3. Fitz Simmons, H. J.: (a) Torticollis, J. A. M. A. 64: 645 (Feb. 20) 
1915; (6) Congenital Torticollis: Review of Pathologic Aspects, New Eng- 
land J. Med. 209: 66, 1933. 

4. Hough, G. deN., Jr.: Congenital Torticollis: Review and Result 
Study, Surg., Gynec. & Obst. 58: 972, 1934. 

5. Brooks, B.: Patho!ogic Changes in Muscle as Result of Disturbances 
in Circulation: An Experimental Study of Volkmann’s Ischemic Paralysis, 
Arch. Surg. 5: 188 (July) 1922. 
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differentiated fibrosarcoma, and nuclei are smaller and 
more uniform. The lesion resembles desmoid tumor, 
However, the fibrous tissue of the desmoid is more cellu- 
lar and the nuclei are larger in average size than those 
seen in most of the cases of fibromatosis. The fibrous 
tissue of the desmoid is arranged in broad sheets and in- 
terlacing fasciculi, and the sharply defined bundles of 
fibrous tissue seen in fibromatosis of the sternocleido- 
mastoid are lacking. The lesion under discussion resem- 
bles Dupuytren’s contracture (palmar and plantar fibro- 
matosis) in this last regard. 


COMMENT 

We share with others the inability to be certain of the 
precise pathogenesis of the lesions. Many theories as to 
their origin have been well summarized by Fitz Sim- 
mons,* Hough,‘ and Chandler.** Neither the life history 
nor the microscopic characteristics of the lesion suggest 
neoplasm. In addition, no recurrences have been seen 
even when bits of tumor have been left in the spinal ac- 
cessory nerve area of the upper sternocleidomastoid. No 
arterial lesions could be demonstrated in any of our pa- 
tients. Brooks * found that arterial obstruction in the dog 
resulted either in massive muscle necrosis or in no change 
whatsoever. The arterial supply of the sternocleidomas- 
toid is multiple, and a collateral circulation of competence 
exists.*” Thus arterial blockage seems reasonably ruled 
out. 


Most writings on the subject of congenital muscular 
torticollis take the point of view that birth trauma and 
hemorrhage into the sternocleidomastoid muscle leads to 
fibrosis, with the succession of torticollis, limitation of 
head motion, and facial and cranial asymmetry. The fact 
that the condition was not uniformly present within the 
first 24 hours of life, and that pathological sections 
showed blood pigment in them in small amount and in 
few cases, seems to raise some question about this com- 
monly accepted theory of origin of the condition. Preg- 
nancy in most cases was normal, except for the high 
incidence of abnormal presentations. The infants were 
within normal range of maturity and weight and did not 
suffer from more than average neonatal difficulties. The 
percentage of abnormal presentations (35% ) is roughly 
comparable to that found by other groups observing the 
concomitance of abnormal presentation and muscular 
torticollis. However, this is many times higher than the 
expected breech incidence of 3% seen in series of “nor- 
mal deliveries.” 


It is of interest to examine the duration of labor more 
closely in relation to those patients havirig the subsequent 
muscle lesion. Only one patient was delivered after labor 
of more than 24 hours’ duration. One can fairly say then 
that labor was not prolonged by the pathological condi- 
tion if it existed prenatally. On the other hand, long labor 
alone certainly did not produce the lesion. Moreover, the 
fact remains that two children delivered by cesarean sec- 
tion and many whose birth was entirely normal had the 
problem also. This speaks against birth trauma as being 
the fundamental causative factor. Objection to a trau- 
matic cause has been raised on the basis of the absence of 
hemosiderin. This objection must be reconsidered, since 
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hemosiderin was demonstrated in small amount in 25% 
of our patients, and it seems reasonable that, had serial 
sections been done, this percentage would have been 
raised. The presence of hemosiderin in small quantities 
indicates previous hemorrhage, although more likely on a 
basis of localized rupture of capillaries rather than on a 
basis of massive hematoma. Middleton ° ligated veins 
draining a muscle in 30 dogs. He found that venous liga- 
tion produced an intense hyperemia and edema, with con- 
siderable inflammatory reaction and rapid degeneration 
of muscle fibers. In two weeks fibrosis began, and the 
edematous areas were gradually replaced by cellular 
young fibrous tissue. The amount of fibrous tissue ap- 
peared dependent upon the amount of edema, which he 
considered an essential factor. Experimental work by 
Harman *‘ and Brooks ° also pointed out the marked fibro- 
sis following venous obstruction. Jepson * produced fi- 
brotic changes by venous occlusion, but these were not as- 
sociated with tumor and appeared not comparable to the 
sternocleidomastoid lesions under discussion. 

We believe that the origin of fibromatosis of the sterno- 
cleidomastoid is not an acute traumatic episode in the 
sense of an avulsion or massive hematoma and is not 
based on arterial occlusion. It would seem probable that 
the cause is the result of pressure over an area of muscle, 
producing ischemia of a portion of the vascular bed 
rather than necessarily occluding a specific vein or veins. 
An abnormal position of the fetal head in relationship 
to the fetal body, causing lateral inclination, leads to 
pressure on blood supply and muscle changes incident to 
hypoxia. Abnormal presentations, of which our series 
had many, increase the possibility of head malposition, 
but extreme lateral inclination of the head can occur 


even in a vertex presentation. Difficult deliveries that fol- 


low, then, are the result of the primary abnormal presen- 
tations, or an inelastic sternocleidomastoid muscle in an 
otherwise normal situation, or both. We do not believe 
that the delivery of itself causes the condition; rather the 
abnormal delivery is a symptom of a preexisting, pre- 
natal condition resulting from uterine malposition cou- 
pled with resulting ischemia and fibrosis of the muscle. 


The characteristic picture of the neonatal sternocleido- 
mastoid tumor is part of a natural disease process, which 
if allowed to go to its termination will result in the clin- 
ical picture of true muscular torticollis at an older age. 
This could be explained by the fibrosis in an infant dimin- 
ishing the capacity for growth in the sternocleidomastoid 
muscle. This limitation, combined with normal growth in 
the child generally, could result in marked torticollis in 
childhood. 

It was of interest to attempt to relate the infant tumor 
to the subsequent development of torticollis. In the series 
of 14 older children treated, 4 had a history of sterno- 
cleidomastoid tumors in infancy or torticollis since in- 
fancy. When first seen, these children ranged in age from 
4 to eight years. In two cases a mass was noted between 
6 and 12 weeks and in two torticollis had been present 
since 4 weeks of age. Absence of a history of a mass in 
the other older children is not surprising, considering the 
variability in the size of such masses. It is not unlikely 
that they could escape notice in a routine pediatric ex- 
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amination. Further evidence of the relationship of the two 
clinical pictures is found in the fact that 14 of the in- 
fants who had sternocleidomastoid tumors also had un- 
mistakable evidence of torticollis at that time. Many of 
these already had evidence of cranial asymmetry also. 


A logical question to be asked is whether one can tell 
which of the children seen neonatally with tumefactions 
will not later have a full-blown torticollis, with limited 
head motion and facial and cranial asymmetry. We do not 
believe that this can be determined. Since almost all of 
those who have the mass removed either do not develop 
the problem or lose it if they already have it, we think 
early operation is the treatment of choice in all cases. The 
hospitalization is short (two days), the risk minimal, and 
the results excellent. There was a high incidence of severe 
torticollis and cranial asymmetry in the cases late in 
childhood. The regression of the asymmetry to normal 
after surgery was much less dramatic and complete than 
in those children operated on in the infant stage when a 
tumor was present. In our experience, resection of the 
sternocleidomastoid muscle in no way weakens the ability 
of the child to turn its head. The one minor disadvantage 
to the surgery is a cosmetic one; girls who have had the 
resection seem to have a less well-formed neck at adoles- 
cence because the sternocleidomastoid prominence is 
unilaterally missing. 


SUMMARY AND CONCLUSIONS 


In a series of 32 infants and 14 older children with 
congenital sternocleidomastoid tumefactions and/or tor- 
ticollis there was a high incidence of obstetric abnormal- 
ities., It is felt that these were the result of a prenatal le- 
sion and not the causative factor in the torticollis. Sur- 
gical resection, particularly when done early in life, can 
be expected to produce good results in practically all 
cases. 

1740 Bainbridge St. (46) (Dr. Kiesewetter). 


6. Middleton, D. S.: Pathology of Congential Torticollis, Brit. J. Surg. 
18: 188, 1930. 
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duction of Ischemic Necrosis in Skeletal Muscle, Am. J. Path. 24: 625, 
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8. Jepson, P. N.: Ischemic Contracture: Experimental Study. Ann. Surg. 
84: 785, 1926. 





Anxiety.—The person who presents himself to a physician does 
so, in the final analysis, because of anxiety. He has symptoms 
which he suspects are caused by something, but the cause and 
the remedy are beyond his capacity. The consequent worry 
forces him to seek help. . . He has to be relieved of the 
daubt by an authoritative statement from someone who knows— 
a doctor. It can be assumed that all patients have some un- 
resolved anxiety or they would not seek help. . . . The physi- 
cian’s prescription or the regimen he recommends treats this 
anxiety, for, in effect, it promises improvement, if not actual 
cure. These basic feelings underlie every clinician’s relations 
with his patients. Though little, if any, of this is ever spelled 
out openly, these are the nonverbal exchanges which the skilled 
physician grasps intuitively. The need to resolve this anxiety 
makes the patient liable to suggestive influences. He takes hints 
and cues from his physician’s tone of voice, mannerisms or 
hesitations in the same way that an anxious, fearful child is 
alarmed or calmed by the responses of his parents.—H. P. Rome, 
M.D., The Difficult Patient, The Journal of the lowa State 
Medical Society, January, 1955. 
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JAUNDICE CAUSED BY CHLORPROMAZINE (THORAZINE) 


Lawrence R. Loftus, M.D., Kenneth A. Huizenga, M.D., Maurice H. Stauffer, M.D. 
Howard P. Rome, M.D. 


and 


James C. Cain, M.D., Rochester, Minn. 


Chlorpromazine | 10-(¥-dimethylaminopropy]) -2- 
chlorophenothiazine hydrochloride], better known in this 
country under the trade name of Thorazine, became avail- 
able for general use by the American medical profession 
in May, 1954. It was first synthesized in France in 1951. 
In France it is known as Largactil; while it was being used 
experimentally in this country it was known as SKF 
2601-A. It has been used in the symptomatic treatment 
of alcoholism, barbiturate intoxication and withdrawal 
symptoms, bronchial asthma, delirium tremens, emesis, 
epilepsy, hiccups, hypothermic anesthesia, hypertension, 
Méniére’s disease, peripheral vascular disease, paralysis 
agitans (Parkinson’s disease), pruritus, psychomotor ten- 
sion incident to psychotic and psychoneurotic reaction 
types, and seasickness. 


Among other side-effects of the drug jaundice has been 
described; however, only Moyer and his associates * have 
described this type of jaundice in detail. They had one 
patient in a series of more than 500 patients treated with 
chlorpromazine. Winkelman * performed a biopsy of the 
liver in one such case but was handicapped by the fact 
that underlying chronic disease of that organ obscured 
any acute changes referable to the agent. Recently we ob- 
served four patients in whom jaundice developed while 
they were receiving chlorpromazine as part of the sympto- 
matic management of anxiety and psychomotor tension. 
Needle biopsy of the liver of one of these patients had 
been performed. 

REPORT OF CASES 


Case 1.—A 48-year-old white man, manager of a grocery 
store, was admitted to the clinic on Sept. 5, 1954, with jaundice 
of 16 days’ duration. Previously he had been seen in July, 1954, 
when the diagnoses of mild essential hypertension and anxiety 
state were established. Rauwolfia serpentina had been prescribed; 
it had produced the undesirable symptom of drowsiness. Use 
of this agent had been stopped on the third day, and 25 mg. 
of chlorpromazine and 5 cc. of a sedative agent, such as elixir 
of aprobarbital (Alurate), were each given three times daily, 
starting July 20, 1954. The patient returned to his home and 
continued to receive regular doses of chlorpromazine and elixir 
of aprobarbital for 25 days. At that time the onset of a mild 
sore throat, chilly sensations, anorexia, and malaise were noted. 
There was no nausea, vomiting, or diarrhea. The temperature 
was not taken. Doses of chlorpromazine and aprobarbital were 
stopped at this time. The sore throat subsided by the next morn- 
ing, but the other symptoms persisted. Two days later, on Aug. 
18, 1954, dark urine, clay-colored stools, and mild pruritus were 
noted. He visited his local physician on Aug. 20, 1954, at which 
time clinical jaundice was noted. The patient began to feel better 
and regained his appetite after two days in the hospital. The 
jaundice, however, did not abate. Tests of hepatic function did 
not suggest a diagnosis of infectious hepatitis. Biopsy of the 
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liver was done on Sept. 1, 1954, and the results were reported 
as indicative of obstructive jaundice. Abdominal exploration was 
considered, but the patient decided to return to the clinic for 
further studies. On Sept. 2, 1954, the urine became lighter, and 
dark stools were noted for the first time in two weeks. 

Physical examination at the clinic showed this patient to be 
apprehensive and moderately jaundiced but not acutely ill. 
Temperature was 98.4 F, and the blood pressure was 150 mm. 
Hg systolic and 100 mm. Hg diastolic in both arms. There was 
a 1 by 1 cm. firm, nontender node in each axilla. The edge of 
the liver was palpable 2 cm. below the right costal margin with 
inspiration and was sharp and nontender. Results of the physi- 
cal examination otherwise were normal. 

The value for hemoglobin and the results of leukocyte counts, 
differential counts, urinalysis, and a roentgenogram of the thorax 
were normal. Serum bilirubin amounted to 5.2 mg. per 100 cc., 
with 4.0 mg. direct reacting and 1.2 mg. indirect. Alkaline phos- 
phatase was 47 King-Armstrong units per 100 cc. of serum. 
Prothrombin time was 18 seconds (normal: 17 to 19 seconds). 
The value for cholesterol was 264 mg. per 100 cc. of plasma, 
and cholesterol esters amounted to 167 mg. per 100 cc. of 
plasma. The result of a thymol turbidity test was zero. A cephalin- 
cholesterol flocculation test gave a negative result at 48 hours. 
The value for blood urea was 32 mg. per 100 cc. Heterophil 
agglutination was 1:32. Roentgenograms showed a normal 
esophagus, stomach, and duodenum. A roentgenogram of the 
gallbladder was attempted on Sept. 10, when the value for bili- 
rubin was 4.0 mg. per 100 cc. of serum, but the dye did not 
concentrate sufficiently to permit visualization. The procedure 
was repeated on Sept. 16, when the value for bilirubin was 2.4 
mg. per 100 cc. of serum and was reported as indicating a 
“poorly functioning gallbladder.” It was repeated again on Sept. 
20, when the value for total bilirubin was 2.1 mg. per 100 cc. and 
was reported as indicating a “poorly functioning gallbladder 
with no evidence of stones.” 

A section of the liver obtained from the patient’s local phy- 
sician was studied, and it was reported as showing “bile stasis, 
particularly in relation to central vein areas. The picture is com- 
patible with extrahepatic obstruction of the bile duct.” The pa- 
tient was put at rest in bed, and a high caloric diet was prescribed, 
with multivitamin capsules and vitamin K as supplements. He 
ate well and continued to feel well. The jaundice gradually 
cleared, and the patient was dismissed to return home on Sept. 
21, 1954. At this time the value for total bilirubin was 2.1 mg. 
per 100 cc. of serum and for alkaline phosphatase, 32 King- 
Armstrong units per 100 cc. of serum. 


Cas—E 2.—A 38-year-old single, white, woman schoolteacher 
was admitted on July 14, 1954, complaining of jaundice that 
had been present for a month. A course of chlorpromazine, 50 
mg. daily, had been prescribed by her local physician on May 
28, because of complaints of fleeting pains in the chest and 
chronic fatigue of 10 months’ duration. Chlorpromazine had 
been taken for eight days, or until June 6. At that time, when 
a total of 0.4 gm. of the agent had been ingested, “flu-like” 
symptoms of chills, temperature as high as 103 F and malaise 
developed. The use of the drug was stopped, but the symptoms 
persisted for three days. At that time, anorexia was noted. It 
continued to a mild degree until the patient was seen here in 
consultation. On June 11, 1954, six days after the onset of symp- 
toms, mild pruritus developed, and on the following day dark 
urine and light-colored stools were noted. On June 14, eight 
days after onset of the illness, jaundice was evident. The only 
other sign was slight tenderness in the right upper quadrant of 
the abdomen. Her local physician reported the van den Bergh 
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reaction as direct; the total bilirubin content was 11.75 mg. per 
100 cc. of serum. A low fat diet was prescribed, and the patient 
was advised to rest in bed. The jaundice did not remit, and the 
patient was referred to the Mayo Clinic. 

Physical examination showed her to be a rather deeply 
jaundiced, moderately obese woman; otherwise, the results of 
the examination were essentially normal. Values for hemoglobin 
and results of an erythrocyte count, leukocyte count, differen- 
tial count, urinalysis, and roentgenogram of the thorax were 
within a normal range. Serologic tests of the blood showed it 
to be normal. The concentration of serum bilirubin was 17.7 
mg. per 100 cc.; in the direct test the value was 14.4 mg., and 
in the indirect, 3.4 mg. Cholesterol amounted to 260 mg. per 
100 cc. of plasma. Cholesterol esters were recorded as 117 mg. 
per 100 cc. The prothrombin time was 20 seconds. Result of 
thymol turbidity test was expressed as 1 unit. Reaction of a 
cephalin-cholesterol flocculation test was negative at 48 hours. 
Alkaline phosphatase amounted to 35 King-Armstrong units, 
and total proteins, 6.4 gm. per 100 cc. of serum, 3.5 gm. of 
albumin, and 2.9 gm. of globulin. Gastrointestinal roentgeno- 
grams revealed a normal esophagus, stomach, and duodenum. 
No bile was obtained by duodenal intubation on July 19, but 
when intubation was repeated on July 22, clear, yellow bile 
was obtained. 

A regimen of rest in bed, high caloric diet, multivitamin cap- 
sules, vitamin K, and brewer’s yeast was prescribed. On the 13th 
hospital day the patient felt well and the jaundice was less in- 
tense. The value for bilirubin had decreased to 8.5 mg. per 100 
cc. of serum. The patient was dismissed from the hospital and 
advised to follow the same regimen until her jaundice com- 
pletely disappeared. At that time it was suggested that she 
gradually resume her full duties. Three months after the onset 
of the jaundice, the value for serum bilirubin was normal, and 
a roentgenogram of the gallbladder showed it to be functioning 
normally. 


Case 3.—A 48-year-old white man was admitted on July 13, 
1954, complaining of jaundice of one day’s duration. This pa- 
tient had been seen at the clinic on five previous occasions, at 
which times the diagnoses of psychoneurosis and moderate 
essential hypertension had been made. He had been given 25 
mg. of a Rauwolfia derivative, reserpine (Serpasil), four times 
a day and 5 mg. of a hypotensive agent cryptenamine (Unitensen) 
acetate four times a day for about four months. On June 18, 
1954, the patient had been given 25 mg. of chlorpromazine three 
times a day in an effort to palliate the symptoms. On July 11 
dark urine and light-colored stools were noted. On July 12 he 
visited his local physician, who discovered scleral icterus and 
noted bile in the urine. No other symptoms were present. The 
next day chlorpromazine therapy was stopped, and the patient 
returned to the clinic. 


Physical examination revealed the blood pressure to be 212 
mm. Hg systolic and 108 mm. Hg diastolic. The scleras were 
icteric. On deep inspiration the liver was palpable 3 cm. below 
the right costal margin and was slightly tender. Otherwise, results 
of the physical examination were essentially normal. The value 
for hemoglobin and results of a leukocyte count, differential 
count, urinalysis and a roentgenogram of the thorax were within 
normal limits. The concentration of bilirubin was 3.5 mg. per 
100 cc. of serum, with values of 2.5 mg. for the direct van den 
Bergh test and 1.0 mg. for the indirect test. Cholesterol amounted 
to 234 mg. per 100 cc. of plasma. The content of alkaline phos- 
phatase was recorded as 119 King-Armstrong units. Prothrombin 
time was 21 seconds. Results of a thymol turbidity test were 
expressed as 2.5 units. Reaction of a cephalin-cholesterol floccu- 
lation test was negative at 48 hours. 


The patient was put at rest in bed, a general diet was pre- 
scribed, and the use of all medicaments was stopped. He re- 
mained asymptomatic. By July 17, the scleral icterus had cleared. 
On July 21, the result of the direct test for bilirubin was nega- 
tive, while the indirect test gave the value of 1.1 mg. of bilirubin 
per 100 cc. of serum, although the value for alkaline phosphatase 
was still 90 King-Armstrong units. On July 27 the content of 
bilirubin in the serum was normal, the value for alkaline phos- 
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phatase was reduced to 49 King-Armstrong units, and a sulfo- 
bromophthalein test showed no retention of dye at 60 minutes. 
The patient was dismissed from the hospital the next day. 


Case 4.—A 43-year-old housewife was admitted to the clinic 
on June 30, 1954, complaining of jaundice of eight days’ dura- 
tion. Chlorpromazine had been prescribed by her local physician 
on June 10, 1954, for chronic fatigue. Doses of 25 to 75 mg. 
of chlorpromazine had been taken daily for 10 days. On June 
19 the patient awoke with malaise, chills, and a temperature 
as high as 100 F. The latter persisted for two days and was 
followed by nausea, vomiting, dark urine, light-colored stools, 
and transient pruritus, at which time the physician noted clinical 
jaundice. During the next week the symptoms abated, but the 
jaundice persisted. It could not be established that the patient 
had been in contact with other victims of jaundice. Physical 
examination revealed moderate jaundice and tenderness in the 
right upper quadrant of the abdomen, but otherwise the patient’s 
condition was normal. 

The value for hemoglobin and results of an erythrocyte count, 
leukocyte count, differential peripheral blood-smear count, roent- 
genogram of the thorax, prothrombin time, thymol turbidity 
test, zinc sulfate turbidity, cephalin-cholesterol flocculation test, 
values for cholesterol and cholesterol esters, and heterophil 
antibody titer all were within normal limits. Clear, yellow bile 
was obtained on duodenal intubation. Bile was present in the 
urine. On July 1, 1954, the content of total serum bilirubin 
was 5.5 mg. per 100 cc., with the figure of 4.2 mg. from the 
direct test and that of 1.3 mg. from the indirect test. The value 
for alkaline phosphatase was 27 King-Armstrong units. On July 
9, a roentgenogram of the gallbladder revealed a normally func- 
tioning organ without stones. The jaundice had subsided clini- 
cally. In a letter written on Sept. 4, 1954, the patient’s physician 
stated that she had remained asymptomatic. 


COMMENT 
The four cases presented in this paper appear to repre- 
sent examples of jaundice caused by chlorpromazine. The 
medical department of the manufacturer of chlorproma- 
zine states *: 


Characteristically the patient in whom jaundice has been re- 
ported has been taking Thorazine without unusual side effects 
for a week of more, at which time an abrupt onset of tempera- 
ture elevation may occur with mild grippe-like symptoms. This 
may be accompanied by mild abdominal distress and sometimes 
changes in bowel habits. Nausea and occasionally vomiting 
may occur even though Thorazine controlled these symptoms 
originally. Several days later jaundice becomes apparent, fre- 
quently accompanied by pruritus, dark urine, and clay colored 
stools. There may or may not be hepatic tenderness. During 
the period of jaundice the patient is seldom seriously ill. The 
jaundice lasts approximately three weeks with considerable vari- 
ations of duration in individual cases. Biochemical tests of liver 
function are typical of those seen with obstructive jaundice. 
Histopathological examination of liver biopsy section reveals a 
characteristic picture of cholestasis in the biliary canaliculi 
with varying degrees of inflammatory infiltration. After clinical 
recovery, biochemical tests, including BSP and liver biopsies 
when done, have shown no evidence of residual hepatic damage. 


In cases 1, 2, and 4 the onset and clinical course were 
suggestive of an acute viral hepatitis. This was particu- 
larly true of the patient who had chills and a temperature 
of up to 103 F. The laboratory features were those gener- 
ally seen in obstructive jaundice, although occasionally 
similar findings are observed in viral hepatitis. The pa- 
tient in case 3 was entirely asymptomatic, and the labora- 
tory findings were similar to those in the other three cases. 
Therapy with chlorpromazine is the common factor in 
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each instance, and it would seem unlikely that these four 
patients had atypical viral hepatitis. The biopsy findings 
in case 1 constitute partial evidence that the disease was 
not viral hepatitis. The incidence of jaundice occurring 
during treatment with chlorpromazine is difficult to deter- 
mine. It has been noted-in as many as 3 out of 71 pa- 
tients treated in one series,* and in as few as 1 among 506 
patients treated in another series.* 

Two deaths have been reported during chlorpromazine 
therapy.° Death occurred on the fourth day of treatment 
for delirium tremens in a seriously ill patient who had 
severe cirrhosis of the liver. It is not disclosed whether the 
patient was jaundiced, and no necropsy findings are 
given. It seems unlikely that this death was related to the 
chlorpromazine therapy. Boardman * reported the death 
of an institutionalized psychotic patient receiving 500 mg. 
of chlorpromazine daily. Necropsy revealed mitral steno- 
sis, chronic congestive failure, and “toxic hepatitis.” At 
the time of death there were three instances of infectious 
hepatitis in the institution in patients not receiving chlor- 
promazine. Again, we are unable to determine if this 
death was related to the chlorpromazine. One author * 
wrote that in about half of his patients treated with 
chlorpromazine there were slight changes in the results 
of cephalin-cholesterol flocculation tests and that 30% 
showed minor changes in the values for total serum pro- 
tein and in the albumin-globulin ratio. Another author ° 
found the results of the sulfobromophthalein test “posi- 
tive” in 10% of his patients treated. Most observers agree 
that they have found no evidence of abnormal results of 
these tests in their series. 

Moyer‘ used chlorpromazine in the treatment of sev- 
eral patients who had disease of the liver prior to receiv- 
ing the drug. None of these showed any evidence of pro- 
gressive hepatic dysfunction; however, some of these 
patients with preexisting disease of the liver exhibited in- 
creased responsiveness to chlorpromazine. Several au- 
thors * have reinstituted chlorpromazine therapy after the 
icterus cleared in patients among whom jaundice had de- 
veloped while they were taking chlorpromazine. In this 
limited number of cases, the chlorpromazine was toler- 
ated without recurrence of jaundice. 


In our experience with jaundice that occurs ‘during 
treatment with chlorpromazine, results of the he- 
patic function tests are similar to those obtained 
among most patients with extrahepatic obstructive 
jaundice. There is elevation of the values for serum 
bilirubin and alkaline phosphatase. Bile is present in 
the urine. There do not appear to be significant abnor- 
malities in the results of the cephalin-cholesterol floccu- 
lation procedure, the thymol turbidity test, or the zinc 
sulfate turbidity or values for serum proteins. This type 
of jaundice responds to a therapeutic regimen such as that 
prescribed in the treatment of viral hepatitis; that is, re- 
stricted activity, high caloric diet, and supplemental vita- 
mins. Of course, the use of chlorpromazine, the presumed 
inciting factor, should be discontinued. There does not 
appear to be measurable ev:dence of hepatocellular dam- 
age during the course of treatment. The jaundice may per- 
sist from a few days to as long as several weeks. In case 
2 the jaundice persisted for about three months. In 
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all of these respects the jaundice that may occur as a re- 
sult of treatment with chlorpromazine is similar to that 
that may occur incident to the administration of methyl- 
testosterone. The microscopic picture seen from biopsy 
of the liver, with heavy concretions of bile in the small 
canaliculi, appears alike in the two conditions. 


The importance of jaundice caused by chlorpromazine 
lies neither in its incidence nor in the possibility of perma- 
nent hepatic damage. Rather, the importance resides in 
the nature of a warning: physicians who prescribe the 
use of chlorpromazine should be advised that jaundice 
may occur during this type of therapy and they should 
note that while the laboratory findings may be those usu- 
ally associated with extrahepatic biliary obstruction, ex- 
treme caution should be exercised before surgical inter- 
vention is recommended. 


SUMMARY 


In four patients in whom jaundice occurred during 
therapy with chlorpromazine [10-(y-dimethylaminopro- 
pyl)-2-chlorophenothiazine hydrochloride] biopsy of the 
liver was performed in one case. The typical picture 
and laboratory findings are similar to those of jaundice 
occurring from treatment with methyl testosterone. 
Thorough consideration should be given before surgical 
treatment is advised for a patient in whom jaundice de- 
velops during therapy with chlorpromazine. 


ADDENDUM 


We have encountered 10 additional patients with 
jaundice occurring during the course of administration of 
chlorpromazine. The condition of these patients followed 
the same pattern outlined in this paper and will be the 
subject of a further report. 
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Poisonous Household Products.—A “toxin” that may be more 
deadly than that generated by . . . germs. . . has. . . spread 
to almost every household in the United States! Although there 
are a variety of strains of this toxin and many “type-specific” 
groups, sublethal attacks usually confer no immunity. We are 
speaking of the ready-made and often highly virulent “test-tube 
toxins” synthesized by modern industry and used in millions of 
households to clean clothes, kill flies or rats, provide heat, and 
accomplish many other everyday tasks. It is no longer necessary 
to go surreptitiously to the apothecary to buy some arsenic in 
order to have poison available. Lethal amounts of carbon tetra- 
chloride, kerosene, rat poison, potassium permanganate, para- 
thion, hair curling solutions, or bleaches can be and are bought 
at the corner drugstore, the neighborhood service station, or 
supermarket every day. The major threats to early death for- 
merly made by epidemics . . . are now being replaced by ac- 
cidental injury and poisoning, and by the traumatic and radiation 
hazards of nuclear energy.—E. Press, M.D., and R. B. Mellins, 
M.D., A Poisoning Control Program, American Journal of 
Public Health, December, 1954. 











Vol. 157, No. 15 


1289 


PEDIATRIC RESEARCH IN THE AGE OF THE COMMON | MAN AND 
THE EXCEPTIONAL CHILD 


Charles A. Janeway, M.D., Boston 


The title of this paper was chosen to emphasize two 
relatively new forces that are having an important impact 
on medical education and research. These two forces, 
symbolized by the common man and the exceptional 
child, are the peculiar product of 20th century American 
culture. Thanks to a variety of historical factors, partic- 
ularly the opportunities for exploitation of a vast empire 
within the boundaries of the continental United States and 
the democratic ideals of the founding fathers, the common 
man, the first of these two forces, has become the domi- 
nant figure in American civilization. Probably the most 
revolutionary political doctrine ever promulgated was 
that one citizen, no matter what his wealth, power, or 
position, should have one vote, no less and no more. 
Given the Bill of Rights to protect each citizen in the ex- 
ercise of his franchise and the fact that the “have-nots” 
have always outnumbered the “haves,” even in this coun- 
try, this doctrine has been responsible for carrying the 
United States through a gradual bloodless revolution to- 
ward its inevitable conclusion. Today, despite all the in- 
equalities and imperfections, wealth is being shared in 
this country to a greater and greater degree and at an 
average level of prosperity undreamed of anywhere else 
in the world. As a result, universities, hospitals, and other 
philanthropic institutions, once supported by the large 
gifts of a few enormously wealthy individuals, are in- 
creasingly dependent upon the small donations of a large 
number of common men and upon the taxes collected 
from them by governments of their own choosing. 

The second of these two forces, the “exceptional” child, 
meaning the handicapped child, has proved to have an 
extremely powerful appeal to the sympathies of the com- 
mon man and has stimulated him to Herculean efforts as 
a volunteer worker and to extraordinary generosity with 
his money on behalf of medicine. Compassion for the 
plight of the sick, usually for a particular child with a 
particular disease, and fear, fear of a disease that may 
affect his person or his loved ones, are the emotional 
touchstones that have called into being a whole new series 
of foundations, each aimed at the eradication of a specific 
disease. In aggregate, these foundations, created by 
groups of citizens during the past 25 years to help medi- 
cine solve what to them are its most pressing problems, 
are now making a very significant contribution to medi- 
cine and public health. In 1953 approximately 75 mil- 
lion dollars was raised by this group of foundations, a 
moderate portion of which was allocated for education 
and research. Besides making himself felt through these 
new foundations, the common man has likewise imposed 
this orientation toward specific diseases to a considerable 
extent upon the pattern of governmental support for 
medical research through the National Institutes of 
Health. The contribution from this other new source of 
funds, which was nonexistent before the war, has now 
reached a figure of over 20 million dollars a year, ex- 
clusive of expenditures for the research program of the 
U. S. Public Health Service itself. 


In all, a total of at least 30 to 35 million dollars was 
contributed to medical training and research in 1953 by 
these two new sources of funds. The importance of this 
is only fully appreciated when one considers that 40 mil- 
lion dollars is the figure often cited as the annual deficit 
of the medical schools of this country, a deficit created by 
the gradual inflation that has accompanied the present 
era of prosperity. How can these new resources, the prod- 
uct of the humanitarian drive of the people, be used to 
strengthen the total enterprise of medical education, upon 
which the quality of medical care and medical research 
are basically dependent? This is the central problem I 
wish to delineate. First, I would like to examine the place 
of pediatric research in the total university medical enter- 
prise. 


PEDIATRIC RESEARCH IN THE UNIVERSITY ENTERPRISE 


Pediatrics, like all other branches of clinical medicine, 
is dependent upon advances in the basic sciences if it is 
to progress. Because of the scope of pediatrics—its con- 
cern with mental and physical health; with growth, de- 
velopment, and learning; with the hereditary factors in 
disease; with congenital anomalies, as well as with the 
responses of children to traumatic, infectious, metabolic, 
toxic, and neoplastic processes—the base of science upon 
which pediatric research must build is particularly broad. 
Genetics and embryology, psychology, sociology, and 
anthropology are vital sources, in addition to the classical 
triad of biology, physics, and chemistry, from which basic 
knowledge must flow into pediatrics if it is to deal ade- 
quately with its problems. But while those who work in 
a clinical field are dependent upon the flow of basic knowl- 
edge from the natural and social sciences to the medical 
sciences and thence into clinical research, it is often for- 
gotten that there may be an important flow in the opposite 
direction. As a clinician one is privileged to observe some 
of the experiments of nature, providing opportunities for 
fundamental study that cannot be duplicated in the labo- 
ratory. In pediatrics particularly, where a disease process 
may be observed in pure culture and where hereditary 
disorders such as the inborn errors of metabolism usually 
manifest themselves, the opportunity to make unique 
observations that can serve as fruitful take-off points for 
fundamental research occurs frequently. 

Thus, pediatric research is not an entity to be nurtured 
so much in its own right as much as it is to be related to 
the advancing frontier of science in the whole university 
community. One of the biggest problems in medical re- 
search today is how to promote the free interchange of 
knowledge and ideas, in other words, communication 
between scientists working in various fields at the same 
level or between scientists working at one level and an- 
other. In this country, which has grown so big, communi- 
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cation through scientific journals is slow and has become 
so voluminous that it is almost impossible to keep up with 
the progress of science, while communication at most sci- 
entific meetings is likewise hampered by their size. Conse- 
quently, the mechanism of small conferences, which bring 
together men from different fields of science to consider 
one subject, has become deservedly popular as a fruitful 
means of furthering such communication. Conferences 
are a source of mutual stimulation for investigators but 
do not meet the fundamental problem of how to bring 
basic knowledge, thinking, and techniques to bear on the 
daily prosecution of pediatric research. The time-honored 
method has been for the future clinical investigator, hav- 
ing completed his three years or so of hospital training, 
to spend one, two, or three years in a basic science labora- 
tory, learning the literature and techniques of that field, 
so that he may return to the clinic and apply this basic 
knowledge and insight to the solution of investigative 
problems encountered there. The results of this method 
have been excellent, all in all, and most of my generation 
have been through this type of experience. So long as the 
clinical investigator is able to maintain his contacts and 
communication with the basic field in which he has been 
trained, so that he continues to grow as a biochemist, 
microbiologist, or physiologist, he will be effective. 

On the other hand, a clinician with two or three years 
of training in a basic medical science will seldom be as 
good a biochemist, a microbiologist, or physiologist as 
someone who is devoting his life to one of these fields, nor 
will the hectic life of a man with responsibility for patients 
permit as much uninterrupted time for reading, thought, 
and laboratory work as is required for maximum produc- 
tivity. Hence, as the techniques of the basic sciences be- 
come more complex and the apparatus more expensive, 
the alternative approach of luring the medical scientist 
out of his ivory tower into the hospital, in the hope of 
getting him to put his mind upon the problems of clinical 
investigation and to seize the research opportunities pre- 
sented by the patient, begins to be more common. Such 
men serve as magnificent catalysts, and their influence 
extends far beyond their own laboratories. 

Somewhat different is the team approach to medical 
problems. Here, one individual directs the efforts of a 
group of investigators, some clinically and some basically 
trained, in a coordinated multidiscipline attack upon such 
major problems as diabetes, cancer, or arthritis. This type 
of approach, by a “task force,” as one of my colleagues 
likes to put it, has particular appeal to a public for whom 
the Manhattan Project will always stand as the symbol of 
success in research and that likes to believe that one can 
always solve any problem if one puts enough money into 
it. There are undoubtedly certain types of problems for 
which such an approach is highly advantageous, provided 
the director is able to create an atmosphere of voluntary 
collaboration rather than of directed effort, and provided 
those with basic scientific training are in a position to par- 
ticipate in the over-all planning rather than merely to 
serve as supertechnicians in one or another facet of a 
clinical research program. 

It is always easier to point out problems than to sug- 
gest solutions, and certainly no single formula is applica- 
ble to all cases. There is no question that, to be effective 
as an investigator, the aspiring young pediatrician should 
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train himself thoroughly in one of the basic medical sci- 
ences. To the extent that a favorable intellectual and 
emotional climate can be provided for creative individuals 
from the basic sciences in close proximity to clinical prob- 
lems, whether it be in a hospital, an institute, or as a mem- 
ber of a task force, clinical investigation is bound to be the 
beneficiary. Most important of all is the creation of chan- 
nels whereby free day-by-day communication between 
those working in basic medical science and those working 
in clinical investigation can be maintained. I personally 
believe that a faculty dining room, particularly one that 
serves free beer, might be the most fruitful gift anyone 
could make to a medical school as an aid to research and 
teaching. With the dining rooms in the Union and with 
the integration of clinical facilities and scientific labora- 
tories in the new Mayo Memorial, you at the University 
of Minnesota have gone a long way to facilitate just this 
sort of communication. 


PROGRESS, FREEDOM, AND FINANCE 
Universities evolved to provide the type of intellectual 
companionship and the atmosphere of freedom for schol- 
ars that I have been describing as essential to medical as 
well as to all other types of research. Unfortunately Amer- 
ican universities, like many other American institutions, 
have grown to a size where companionship and communi- 
cation have often become difficult. Nevertheless, they are 
vital to American life, as mechanisms for the administra- 
tion of funds to be spent on behalf of the acquisition and 
propagation of knowledge, as organizations for the pro- 
vision of advanced instruction, and as institutions under 
whose protection the human mind may explore and ques- 
tion any facet of nature, of contemporary life, or of the 
historical past, no matter how controversial or apparently 
useless it may seem to be. 

In this present era, the common man holds the purse 
strings that control medical research. In privately en- 
dowed universities, such as the one at which I teach, 
endowment income, measured in dollars, the value of 
which has shrunk as the prosperity of the common man 
has risen, is seldom more than sufficient to pay the salaries 
of a cadre of key staff members, to defray the administra- 
tive costs of teaching, and to provide for maintenance of 
the plant. Universities supported by state taxes, like this 
one, are, I assume, in much the same boat. Funds for 
medical research, which is expensive, must come pre- 
dominantly from grants-in-aid, which in turn come from 
the funds of the federal government, chiefly, but by no 
means entirely, through the National Institutes of Health, 
and from foundations, especially those set up for the 
eradication of specific diseases. In any case, the dedica- 
tion of research funds, obtained from the public either 
by taxation or by popular appeal, is mainly to the cure or 
prevention of a specific disease or group of diseases. 

This dependence upon the common man poses certain 
threats to medical education and research. To name these 
threats is not to deny the enormous debt that medical 
educators and research workers owe to the vast army of 
lay volunteers whose efforts have made the foundation 
drives so successful and to the loyal and self-effacing pub- 
lic servants who, in the U. S. Public Health Service and 
in the staffs of the foundations, have administered the 
large sums newly entrusted to their care with great wis- 
dom and skill. 
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The threats are familiar to many persons. First, there 
is pressure for relatively quick results, a temptation to 
pick safe and sure rather than original and uncertain in- 
vestigations, a tendency to emphasize short-term projects 
rather than long-term programs of fundamental research, 
the ultimate utility of which is not immediately apparent. 
Second, specific projects are often supported rather than 
the men whose ideas and imagination make research pos- 
sible. Third, the training programs that have been sup- 
ported as part of the grant-in-aid system are turning out 
more trainees and research fellows than can be absorbed 
into full-time positions, owing to the limited funds of the 
universities. Fourth, and perhaps worst, is the drain on 
the limited manpower in academic medicine by service on 
advisory committees of the fund-granting agencies and 
by the time spent in seeking the number of grants-in-aid 
required to keep any department in a modern medical 
school going. The complexity of the administrative tasks 
facing anyone in charge of a clinical department, with 
its university and hospital obligations and with the neces- 
sity for financing its research and many of its academic 
activities out of grants-in-aid, is tremendous. 

Besides these obvious evils of the present system, there 
is another more subtle one that should be stressed. This is 
its effect upon those twin principles of university life: 
tenure, or academic security, and academic freedom. 
These are principles that the universities evolved to pro- 
tect the schoiar in his pursuit of truth, principles that have 
enormous social utility and that may well mean the dif- 
ference in survival power of Western democratic civiliza- 
tion in its competition with the Oriental despotism mas- 
querading in modern dress under the name of communism. 
These principles are often poorly understood by the com- 
mon man, who thinks of the business world and can see 
little reason for tenure and the security that goes with it 
and who also sees little justification for the support by uni- 
versities of men who challenge the orthodox social philos- 
ophies of today. Medicine in general is not a controversial 
field, although many practicing physicians certainly tend 
to look with grave misgivings upon any of their academic 
colleagues who do not accept the prevailing organization 
of medical practice as necessarily the best. However, to 
the extent that an academic appointment for a term of 
years protects its holder from pressure to devote his ener- 
gies to a specific utilitarian field and allows him to follow 
his curiosity wherever it leads him, in other words to pur- 
sue knowledge for its own sake, it promotes the vigor and 
strength of the medical enterprise. This freedom tends 
to be undermined when many of the teachers and scholars 
in medical schools today must be supported by short-term 
grants for specific purposes, which do not permit the uni- 
versity to provide the tenure that is so necessary for this 
type of freedom. 


This problem has been recognized by such foundations 
as the Markle Foundation, with its program of financing 
Markle scholars in medical schools; by the Playtex Park 
Research Institute, with its three-year grants to promising 
young pediatric investigators; and by the American Heart 
Association and the U. S. Public Health Service, with 
their established investigatorship programs. However, it 
is not clear that the addition of a group of elite research 
professors, free to move when and where they decide to, 
is the best solution. Just as one hates to see a gulf created 
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between academic medicine and the practice of medi- 
cine, so one hates to see a gulf created in the company 
of scholars between those whose obligation it is to teach 
and assist in the formulation and administration of aca- 
demic policies and those whose primary obligation is re- 
search. Research, teaching, and concern for academic 
policies are inextricably intertwined in the university 
enterprise, although wide latitude should be exercised in 
assigning responsibility for these different functions. 


At the end of this discussion of pediatric research I 
return to the problem that was stated at the onset. En- 
dowment, the base upon which tenure and freedom of 
inquiry in American universities has traditionally rested, 
has shrunk during the era of the common man. Con- 
versely, short-term grants-in-aid have increased to a point 
where they represent an important contribution to the 
total enterprise of medical education in this country. 
These grants, coming from tax revenue chiefly through 
the National Institutes of Health and from the voluntary 
efforts and generous donations of millions of citizens, are 
an extraordinary manifestation of the vigor of American 
democratic society. The power behind this mighty out- 
pouring of money and effort has come principally from 
the emotional appeal of compassion for others, as exem- 
plified by the present concern for the exceptional child, 
and fear. There is no question but that the emotional drive 
behind these new sources of support for medical educa- 
tion and research has stimulated medicine to fill unmet 
needs and has enormously improved the care of the vic- 
tims of many diseases; it has provided new support for 
the training of able young men and women for academic 
careers; it has financed much excellent research at a time 
when the apparatus of research has become very expen- 
sive and when inflation has knocked out the economic 
foundations of universities. The future of this grant-in-aid 
system from foundations and government is imponder- 
able, but I believe it will continue to grow. Having stated 
the problem, I am not going to try to suggest a solution, 
but I sincerely believe that it deserves even more intensive 
study and thought by all concerned than it has yet had. 


SUMMARY AND CONCLUSIONS 

If this talk has any message, it is a plea for the whole, 
for the recognition that research is part and parcel of the 
total academic medical enterprise. To the extent that this 
new type of support for what medical schools are doing 
undermines the basic academic principles of tenure and 
freedom, to the extent that it forces medical research into 
channels where lay people think it ought to go rather than 
allows it to flow where the ground swell of basic scientific 
advance and the imagination of free and creative investi- 
gators takes it, it can hurt medical education and the very 
cause for which the funds were obtained, the promotion 
of health and the conquest of disease. I do not personally 
believe that this is necessary or inevitable, but rather that, 
with sufficient thought and effort on the part of those con- 
cerned with university administration on the one hand, 
and those involved either as administrative officers or as 
advisors to the foundations and the governmental agen- 
cies on the other, policies and practices can be evolved 
to make the wisest use of the extraordinary vitality and 
energy that has created these vigorous new institutions. 
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PSYCHOLOGICAL FACTORS IN MEN SEEKING SEX TRANSFORMATION 


A PRELIMINARY REPORT 


Frederic G. Worden, M.D. 


and 


James T. Marsh, Ph.D., Los Angeles 


This is a report based on some preliminary observa- 
tions of men who demand surgical procedures to remove 
the male genitals and leave a female-appearing perineum. 
These studies have been conducted in preparation for 
the design of a research project investigating both the 
physical and psychological aspects of the problem. The 
material reported here is limited to the psychological 
findings in these subjects. All of them were physically 
normal by usual clinical standards and showed no signs 
of true or pseudohermaphroditism as it is usually under- 
stood. Despite feminine mannerisms, none of them 
showed a feminine body configuration or appearance. 


BASIC PROBLEMS 


It might be asked why this group is worthy of study 
at all, inasmuch as it is, comparatively speaking, a small 
one and does not pose a major public health problem. 
After the publicity in recent years about such operations, 
there have been increasing numbers of these men banging 
on the doors of surgeons and insisting that they have the 
operation. Physicians in Denmark, Holland, and Ger- 
many have received a number of requests from Amer- 
icans for this surgery. We have no way of estimating how 
many of such operations have been performed. A review 
of the literature reveals that there has been little scientific 
work published on this problem, and certainly there are 
no controlled case studies with follow-ups after opera- 
tions. It would appear that the operations have been per- 
formed more because of the desperate, pitiful state of the 
patients than on the basis of facts about the disorder. 
Since the patient who frantically seeks surgery poses 
ethical, scientific, and legal problems for the surgeon, it 
seemed worth while to devote a research to the problem 
in an effort to supply some factual basis for guiding the 
treatment of such men. 

Aside from these somewhat urgent treatment ques- 
tions, there are justifications for this study in terms of 
basic theoretical problems. Most of these men, for ex- 
ample, insist that they are really women who have been 
accidentally given a male body through a mistake of 
nature. They maintain this conviction despite the fact 
that it contradicts the available evidence of normal phys- 
ical, endocrine, and anatomic masculinity. The existence 
of persons who have this distorted subjective perception 
of their sexual identity offers an opportunity to study 
the whole problem of how human beings normally get 
their sense of being a male or a female. This sense of 
being either male or female is not a simple function of 
some biological, endocrine, or other factor, but is, on the 
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contrary, a complex psychobiological product. As obser- 
vation of children reveals, there is a tremendous amount 
of learning involved in discovering whether one is male or 
female, and the influence of other persons is significant 
in this learning process. It is common for little boys to 
announce that they will grow up and have babies like 
mother and for little girls to proclaim that they are going 
to grow up and be a big strong man like father, and such 
behavior suggests that the sense of sexual identity is not 
the simple expression of something like the endocrine 
balance. A case in point is the fact that women who have 
masculinizing tumors do not suddenly announce that they 
are really men. In fact, most of them are rather horrified 
at the beard and other masculine attributes and insist that 
something be done so that they continue to look like 
the women they feel themselves to be. 

In addition, the project has relevance to another rather 
spectacular problem, namely, that of genital mutilation. 
In our culture genital mutilation is rare, even in patients 
who are psychotic enough to be locked up in a psychiatric 
hospital. Quite the contrary, there is in the average nor- 
mal person a strong impulse to protect the genitals. Many 
humorous anecdotes about combat fears reflect this com- 
pelling motivation. Although the subjects of this research 
are not clinically psychotic in any ordinary sense of the 
word, and we have yet to encounter any who have had 
psychiatric hospitalization, they are go‘ng around liter- 
ally beseeching anyone to completely destroy their sex- 
ual organs. Indeed, some of them have performed cas- 
trating operations on themselves. The study of such 
phenomena will have implications for concepts of body 
ego and bodily integrity with regard to self-preservation. 


DEFINITION OF SUBJECTS 

A preliminary report seems indicated, since these ob- 
servations might prove helpful to those physicians con- 
fronted with such patients. Before presenting the clinical 
material, further definition of our subjects is in order. 
Most of these men show the symptom of transvestism, 
but in quite varying degrees. Transvestism has been well 
known to the psychological and psychiatric literature for 
a long time. The urge to wear the clothing of the opposite 
sex has not been a rare condition, and, in fact, most little 
children will show it at one time or another. At costume 
balls and parties persons who are otherwise quite normal 
may masquerade temporarily as a member of the opposite 
sex, and a good deal of fiction is based on the appeal of 
this idea. Authors from Shakespeare to Mickey Spillane 
have used the theme of the one sex disguised as the other. 
We do not classify our subjects as ordinary tranvestites. 
In some ways they are quite different. In the first place, 
the transvestite, as usually reported in the literature, has 
no wish for such a mutilating castration. In fact, one 
theory of transvestism * holds that it is a means of pro- 
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tecting the male genital. All of our subjects have made 
active efforts over a period of one or more years to ob- 
tain surgery. In the second place, all of our subjects do 
not practice transvestism in the usual social context of 
wearing women’s clothes in public. For some of them the 
wearing of female clothes is restricted to phantasized ac- 
tivity or to a private display in front of the mirror. This 
is rather markedly less social than the ordinary trans- 


vestite. 
FACTORS AND THEORIES 


Turning to what little literature is available concerning 
this topic, we find, on the one hand, Benjamin’s concept 
that these subjects are constitutionally female “in spite 
of the fact that the gonadal status may appear within 
normal limits.”? He has coined the term “somato- 
psychic transsexualist” to characterize these transvestite 
males who want to be anatomically changed into women. 
He comments, “Such extremely deviated male transsex- 
ualists have the obsessive urge to be ‘all woman.’” * As 
will become apparent later, our studies are not in agree- 
ment with this statement, since we have not yet found 
one subject who has a realistic idea of what a woman is 
like. They all show an extremely shallow, immature, and 
grossly distorted concept of what a woman is like socially, 
sexually, anatomically, and emotionally. For our sub- 
jects the word woman has a rather autistic meaning quite 
different from that generally understood by most adults. 

The importance of constitutional factors in the origin 
of this condition has been stressed by Benjamin? and 
Hamburger, Stiirup, Dahl-Iversen.* Their view is based 
in part on the observation that the histories given by 
their patients indicated an early onset of symptoms and 
often did not reveal convincing external influences in 
childhood. We would have to question any conclusion 
based on the history of these men unless it took into ac- 
count the severe disturbance in memory function that we 
have encountered in all our subjects. Most adults are 
able to call forth such a variety of memories from the 
past as to recreate a plausible and relatively rich picture 
of their childhood. In contrast, these subjects are mark- 
edly unfamiliar with their own past except in terms of a 
few cherished memories that seem to support their con- 
tention that they were really girls from the beginning. 
If pressed for information about their childhood other 
than these few memories, they react with an emotional 
disturbance. It seems to us that the question of the role 
of constitutional factors must await exhaustive and con- 
trolled measurements of endocrine, chromosomal, and 
body configuration variables. The role of psychological 
factors in the origin of this condition has been empha- 
sized by Gutheil ° and Ostow.® Here again it would seem 
desirable that clinical findings be supplemented by fur- 
ther research. 

This report outlines some common denominators and 
differences found in the case studies of five of these sub- 
jects. These are, of course, tentative findings that cannot 
be considered as statistically valid generalizations. Even- 
tually these subjects will be compared with control groups 
of males who do not deviate markedly from heterosexu- 
ality and also with certain psychiatric patient groups. Not 
until these comparisons are available will it be possible 
to say what factors, if any, are unique and specific for 


these men. A word is in order as to how these data were 
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obtained. All of the subjects were interviewed extensively 
by a psychiatrist with psychoanalytic training. All were 
subjected to a battery of psychological tests by a clinical 
psychologist. 
SIMILARITIES IN SUBJECTS 

At first glance, all of the subjects appeared to be rela- 
tively well-adjusted persons, but, on closer inspection, it 
was found that they were quite disturbed in a number of 
areas, particularly those following. 


Need for Recognition.—The subjects all showed a 
desperate hunger for attention, recognition, and accept- 
ance, and a marked feeling of being rejected and ignored. 
This constellation of feeling manifested itself in the fact 
that they brought much printed material to the physi- 
cian’s attention, including their personal correspondence 
with famous persons. Pictures and articles concerning 
transvestism were collected from magazines and news- 
papers, and they brought many photographs of them- 
selves and their friends, which they showed with a great 
eagerness for approval. All of the subjects have been 
extremely eager to cooperate in research, and some of 
them have made offers to be scientific exhibits and to 
allow their life histories to be exploited for scientific rea- 
sons. One of them said, “I'd like to offer them my mind, 
my heart, my soul, and my body for surgery and for 
hormone treatments and for plastic surgery, or whatever 
they would want to use me for in their research in ex- 
change for sex transformation. I know that I would be far 
happier and it would be much easier for me to serve 
humanity in any community in which I would have to 
live.” 

At one level the notion of being a woman seems to 
represent the only means by which recognition, admira- 
tion, and acceptance can be won. This feeling is evident in 
some of the psychological test responses. One of the tests 
used, the “Make A Picture Story” method,’ requires that 
the subject select from a number of small cut-outs of 
human figures those that he wishes to place on a situa- 
tional background and tell a story about. These stories 
have been found to reflect the phantasy life of the person 
telling them. When given a choice of backgrounds from 
among those available for use in story telling, the ma- 
jority of our subjects selected a stage background and 
pictured themselves in this setting transformed into beau- 
tiful women, performing before admiring audiences or 
receiving the plaudits of the medical profession because 
of their successful sexual transformation. The desire to 
win attention through exhibitionistic display is expressed 
m these stories. In passing, it might be noted that several 
persons who have undergone surgical transformation 
have acted out this phantasy and earn their livelihood as 
entertainers on the stage. 
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In another of the tests used in this study, the Thematic 
Apperception test,* the subject is asked to tell stories 
about a series of pictures that are rather vague, ambigu- 
ous renderings of persons in various sorts of situations. 
The last card in this series of pictures is completely blank. 
With respect to this card, the subject is asked to imagine 
his own background and populating figures and then to 
tell a story about them. One subject’s response is quoted 
in some detail, since it conveys the typical flavor of re- 
sponses by this group. 

I'd like if I could possibly draw a scene would be to draw 
a scene of myself as a female with beautiful long hair and with 
my features changed so that I would be attractive so that people 
would notice me; have beautiful evening gowns and dresses and 
being able to go to dances and walk down the street as any 
ordinary girl would do; to be able to wear nice clothes and things 
like that. I could picture myself like that in theatrical work 
which I have done before in dancing, like a waltz, or singing 
or even playing the harmonica or guitar music, something like 
that. I like music very much. But mostly I can picture myself 
walking down the street in a beautiful evening gown and my 
hair fixed up real pretty with a beautiful dress or evening gown, 
beautifully printed designs on it, and sort of when you walk 
by people, people would notice you and say, “gee, look what a 
pretty dress that girl got on. Look what a beautiful build and 
shape she’s got.” I think myself in a picture like that would be 
very attractive. I could picture myself in this scene of walking 
down the street and window shopping and looking at other beau- 
tiful evening gowns and dresses and feminine clothes to select 
from and going into the store at various counters and selecting 
other feminine garments which are very attractive and pretty 
and be able to have a nice wardrobe. That’s what I could picture 
in that. 


The subject went on to say that he would picture him- 
self as alone in the beginning of this scene and others 
would come up to congratulate him on how pretty he was. 

They would come up to congratulate me on how pretty, per- 
haps the earrings that I would have on, or how pretty my hair 
was fixed up or my dress, and where I had bought it or what 
I had paid for it and make an acquaintance. And then I could 
picture myself going to the restaurant and sitting down and 
having a nice meal and conversation with some of the ac- 
quaintances that I have met. And I like very much to meet 
people and to be around people. Being around them and talk- 
ing to them and having them comment on my beautiful clothes. 


Several features of this response are noteworthy. First, 
it illustrates how the perception of femininity is restricted 
to a few of its more superficial aspects. This is reminiscent 
of the tendency of children to generalize from concepts 
based on limited information. For example, a child im- 
pressed by his first view of a fire engine may announce, 
“I want to be a fireman because they ride fire engines.” 
The patient seems to say in the story that a woman is 
nothing more than a person who wears pretty feminine 
clothes and is admired for this. Secondly, it may be seen 
that this patient tends to conceive of social interaction 
and interpersonal relations as a unilateral affair, involv- 
ing admiration of himself by others, a relationship based 
almost wholly on appearance and clothing. 

Urgency and Impulsiveness.—All of the subjects 
seemed to experience a state of urgency and impatience 
that was inappropriate to their life situations. When asked 
to tolerate any delay, they become upset, even though the 
anticipated event may be quite trivial or unimportant. 





8. Murray, H. A.: Thematic Apperception Test Manual, Cambridge, 
Mass., Harvard University Press, 1943. 


For example, one subject who is continually under pres- 
sure to mail all sorts of miscellaneous material to the ex- 
aminers finds it necessary not only to send it special de- 
livery but also to make frequent calls trying to find out if 
it has been received yet. More often than not his state of 
urgency has no connection with any result that he hopes 
the mail will produce, aside from winning the examiner’s 
attention. Another subject who was about to leave town 
for the week end missed his train because he was making 
frantic telephone calls. The question he was burning to 
ask had no bearing on his trip, no immediate urgency in 
reality, and could just as well have been asked after his 
return. These illustrations are typical of the tendency 
these subjects have for feeling a state of emergency when 
none exists in external reality. 

Under the pressure of this urgency, the subjects are 
prone to outbreaks of impulsive behavior, in which they 
cast aside good judgment and jeopardize their own wel- 
fare. This type of action is typified by a cross country wild 
goose chase one subject made that cost him his job, his 
savings, home, and friends, and gained him nothing. He 
took off in this trip in response to a rumor that he made 
no effort to check. 

The qualities of urgency and impulsiveness are par- 
ticularly characteristic of the wish to get surgery. In of- 
fice interviews the subjects are inclined to put consider- 
able pressure on the physician, becoming quite frantic 
and desperate in their insistence that they cannot live 
any longer without the operation. Threats to commit su- 
icide or to operate on themselves can be expected. Mis- 
understandings flourish. Despite the most careful ex- 
planation, the examiner is repeatedly confronted with 
the fact that the subject has jumped to the wishful con- 
clusion that he is about to have his operation performed. 
Correction of this misimpression results in a bitter dis- 
appointment that, however, soon gives way to a new mis- 
understanding. The over-all impression created by this 
urgency is that surgery represents more a desperate at- 
tempt at escape than it does the means to achieve a posi- 
tive goal that is desirable to the patient. 

Memory Disturbance.—All of these subjects had an 
excellently memorized reconstruction of their childhood, 
highlighting those memories that supported the concept 
of their having been female from birth. When invited to 
tell about their past history, each of the patients would 
present this story without hesitation and in some cases 
with apparent satisfaction and relish. There was a re- 
markable similarity in these histories, which becomes less 
surprising when one realizes that they are composed of 
few memories of a restricted content. Typically, the story 
begins with memory of what beautiful curls they had, the 
tearful scene when the curls were cut; how they played 
with dolls, and how their first attraction was toward some 
little boy in kindergarten or early grammar school. These 
memories were vividly presented in some detail and often 
supplemented by assertions that they were never attracted 
to little girls and that they never indulged in boy’s games, 
athletics, and the roughness that boys like. From child- 
hood on, the subjects all remembered having wanted to 
get into girls’ clothes and episodes in which they either 
secretly or with the family knowledge did dress as little 
girls. All of the subjects showed a marked need to have 
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this version of their past history accepted as the whole 
story by the examiner. Characteristically a severe and 
extensive disturbance of memory becomes visable when 
they are questioned about aspects of their childhood other 
than those that they offer spontaneously. 

One subject gave his history with pleasure and com- 
posure as long as it was not questioned. As usual with 
these subjects there were but few memories of childhood 
before adolescence, and all of these were to the effect 
that the patient had been more a cute girl than a boy. The 
great bulk of historical information was concerned with 
the details of transvestite urges, phantasies, and experi- 
ences from adolescence on into adult life. Finally, the 
examiner interrupted to suggest that he tell more about 
himself as a child before adolescence. The memories al- 
ready given were repeated, and the subject returned to 
giving more details of his past adolescent transvestite ac- 
tivities. He was again asked for more details about his 
life prior to adolescence, and again he evaded the ques- 
tion. Finally, it was pointed out to him that he had given 
only a few incidents prior to his teens and that he seemed 
reluctant to tell more about his early life. In response to 
this the subject lost his composure, burst into tears, and 
poured out an account of an extremely difficult early life. 
These memories were accompanied by severe depressive 
feelings, and the patient stated, “I never think about my 
past—it doesn’t do any good. What’s done is done.” It 
could then be seen that the few memories he had given 
in the beginning were relatively happy but minor incidents 
in a tragic childhood marked by a broken home, early 
loss of one parent, and intensive exposure of the subject 
as a child to the grossly psychopathological behavior of 
the surviving parent. In terms of this new information, 
it became clear that, in the endeavor to avoid painful 
memories of his real childhood, he had kept before his 
mind a sort of a myth based on only a few selected child- 
hood experiences. 

Sometimes the subjects cannot be induced to fill in 
their spontaneous and inadequate account of childhood 
because they are too threatened. For example, another 
subject was interviewed for over three hours in an en- 
deavor to obtain details of his life prior to the age of 17. 
The transcripts of these recorded interviews reveal his 
inability to look at his past, and under repeated ques- 
tioning he repetitiously asserted, “I don’t know” and 
“IT can’t remember.” In addition, he expressed his re- 
luctance to look back as follows: “The only time I ever 
try to think of anything in the past is if somebody happens 
to be asking about it,” followed by the statement, “Well, 
I think there must have been only a very few times in my 
life when something came to my mind from the past be- 
cause I have always trained myself to look ahead, look to 
the future, think of tomorrow; try to better yourself, and 
not let anything worry you.” In describing his attitude 
to his past he said, “If you happen to accidentally hit my 
hand with a hammer, sure it’s going to hurt for a few 
minutes, but why feel bad about it—forget about it.” This 
typifies the tendency of these subjects to look on their 
past as a painful hurt that has to be forgotten. 

Attitude Toward Society and Themselves.—All of 
these men present themselves as the mistreated and 
misunderstood victims of the culture. In particular, 
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their feeling is that the difficulties in getting the surgery 
stem from the stupidity and prejudice of society 
rather than from any question as to the appro- 
priateness of their wish for a mutilating operation. 
In this regard they maintain an unquestioning ac- 
ceptance of their subjective conviction of being female, 
rejecting all evidence that might conflict with it. They 
are convinced that their picture of themselves is correct 
and that the culture perversely clings to a distorted im- 
pression that they are males. This means a constant 
struggle to deny the recognition of their masculine appear- 
ance by others, as illustrated in one subject who said, 
“Why can’t they see I am a woman? How can they be so 
blind?” Another subject could not tolerate being re- 
ferred to by his masculine first name, refusing to accept 
mail so addressed to him. Along with this they are con- 
stantly alert for any scrap of evidence that seems to 
strengthen their conviction that they are female. All of 
them treasure photographs of themselves in feminine 
clothes, wig, and make-up, as well as contacts with any 
persons who seem to support the thesis that they are 
women. The subjects put considerable pressure on the 
examiners to accept them as women and tended to be- 
come disturbed during the research procedures, partly 
because such reassurance was not given and partly be- 
cause being studied psychologically implied to them that 
their subjective opinions were not being accepted as self- 
evidently correct. 

While rejecting any evidence from others of their mas- 
culinity, they struggle even more against the evidence of 
their own bodily perceptions. Physical attributes ordinar- 
ily accepted as evidence of musculinity are likely to be 
interpreted as threats that must be rejected or denied. 
One subject, for example, submitted himself to the 
lengthy painful procedures of having his heavy black 
beard removed by electrolysis. 

The occurrence of erections, ordinarily an unmistak- 
able manifestation of masculinity, poses an almost in- 
soluble problem for these subjects. To avoid the col- 
lapse of their whole female self-image they are driven to 
extreme lengths. It is our impression that the wish to 
escape anxiety connected with erections is part of the 
motivation to have the offending penis removed. One sub- 
ject said bitterly that it was no use trying to love anyone 
because sooner or later he would get an erection that 
would ruin everything. In all subjects masturbation was 
used partly to get rid of erections, and several subjects 
said that they masturbated to destroy the genital. None 
of the subjects admitted much pleasure in masturbation, 
and all denied that they would miss it after surgery. 

Conflicts About Sex.—Intense conflicts about sexual- 
ity that have severely compromised the sexual lives of our 
subjects were apparent. For some of them this took the 
form of a rather spectacular prudery, while for others 
the fear and guilt were more prominent. In all subjects 
there was evidence of a struggle against strong sexual 
impulses that were perceived as threatening and unac- 
ceptable. A statement by one subject typifies the drastic 
alternatives that these subjects feel they are up against: 
“Sex is in your mind. You can either control it and get 
it out of your mind completely, or you can let it drive 
you crazy.” 
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A subject who had been married described an impo- 
tence and panic reaction on his wedding night and said 
that the odor of a woman repelled him. These subjects 
stated directly that they hoped the operation would leave 
them sexless. Female genital sexual activity did not seem 
to be an important goal for any of them. One explained, 
“I'd like to be without sex, but I regard myself as a 
woman.” He explained that he was thinking of someone 
like a nun or a little girl. Another subject was intensely 
guilt ridden and fearful about homosexuality, hetero- 
sexuality, masturbation, and transvestism and said, “It’s 
all dirty. If I could have the operation and dress in fem- 
inine clothes, I’d feel free and clean.” 

One of the Thematic Apperception test pictures shows 
a bedroom scene with a seminude woman lying on the 
bed and a man standing nearby, with one arm covering 
his eyes. Stories told as a reaction to this card ordinarily 
range from violent sexual attack to complete nonsexual 
themes of illness or death. Generally, our subjects were 
caught up by the sexual implications but unable to cope 
with them. This is typified by the response of one subject. 

I would say this is a story of a man and woman that have 
strayed away from common decency. Infatuation has got the 
best of them, and they have made sex contact. After contact, 
the boy realizes the sadness of the situation not only for the 
girl but mostly for himself. Both of them have gotten emo- 
tionally involved here. He has let reason give way to sex; he’s 
made a very cheap affair of the relation between him and the 
girl. He’s praying for forgiveness. The girl apparently isn’t con- 
cerned. Female species, the act means more to them than hop- 
ping in bed and out. She’s still there thinking how beautiful the 
affair was. He’s very concerned and looks like a little boy ready 
to go home to mother crying. I would say it’s been one of his 
few experiences and this experience made a very strong impres- 
sion. He vows that the next time it will be his wife. It’s easy to 
judge others but difficult when you can’t see out of their eyes. 


The dangers of sexuality particularly for the male 
figure are highlighted by this story, and the subject’s ef- 
fort to control this danger by means of prudish anti- 
sexual attitudes can be seen. 

Another subject responded to the same card as fol- 
lows: ““Well—one sure thing is she’s dead. They are re- 
ligious people; you can see two volumes of the Bible on 
the table. Now, why are her breasts uncovered? That’s 
what bothers me. She is the religious one, and he has 
killed her. Maybe he tried to attack her, and she died 
and he said, ‘My God, what have I done?’ When he 
pulled up the covers, he didn’t pull them up far enough. 
That accounts for the uncovered breasts. They bother 
me. Why shouldn’t they be covered?” 

The subject’s disturbance over the card expressed itself 
in his continuing attempt to explain away the uncovered 
breasts. Finally, he said, “He has a knife in his hand. He 
has stabbed her between the breasts. He did that in a fit 
of rage, no intention to; but she’s dead. There’s even 
blood on his trousers.” 

One can see in this story how the subject deals with 
a sexual temptation by murderously elimimating it. In 
this effort he creates a method, stabbing, that holds ob- 
vious symbolic reference to rape. His disturbance is such 
that he distorts his perceptions of reality, seeing a knife 
and blood that do not actually appear in the picture on 
the card. 





J.A.M.A., April 9, 1955 


In passing, it might be noted that the history of this 
subject revealed that in his early teens he assisted with 
the nursing care of his sick mother. The close contact 
with her that this entailed led him to believe that she 
was deliberately exposing her body to him in order to 
teach him the facts of life. 

A story about the same card by another subject ex- 
presses the theme of intense guilt about heterosexual ac- 
tivity. 

This is a picture of a man standing up with his arm up to his 
face, seems to be in agony or weeping of some sort; a girl lying 
on the bed—seems to be his first visit to a prostitute and after 
he’s had his fun, he’s beginning to wonder whether it was worth 
it—can see now where he had a little-bit of enjoyment but it 
seemed like a big price to pay for a physical outlet, you might 


call it—love at a price or something—probably his first and last 
time he'll visit a prostitute. 


As can be seen in this story, the subject’s guilt is so 
intense that for him sexuality is hardly worth the con- 
sequences. 

Attitude Toward Own Genitals: All of the subjects had 
a rejecting attitude toward their own genitals, regarding 
them as objects of contempt and ugliness. The intensity 
of this feeling is reflected by their wish to have them re- 
moved. One patient put it: “It’s like having a cancer re- 
moved.” Another subject said, “It’s always been in the 
way.” None of the subjects had even a passing acquaint- 
ance with the reality of a female genital. All of them had 
such anxiety, disgust, and even horror of the female gen- 
ital that for the most part they had avoided looking at it, 
including even the subject who had been married. One 
man, who asserted that he had never seen a female genital 
in his life, insisted vehemently that this was what he 
wanted on his own body. This insistence on having one 
was even more paradoxical in subjects who pictured the 
female genital with horror. For example, one person dur- 
ing the administration of the Rorschach test responded 
to the lower center, bright-red portion of the ink blot on 
card 2 as follows: “What I see below seems unpleasant. 
I feel I would like to possess this, but it looks unpleasant. 
At the bottom it looks red and nasty—it must symbolize a 
woman’s sex organ. It looks like it’s bleeding, and at the 
same time I would like to have it for my own body... . 
I would like it on me, but I find it repulsive on another 
woman’s body and would prefer to see men’s organs.” 

The psychological tests gave repeated indication that 
this attitude of repugnance is used by the patients to de- 
fend against the danger of being tempted by heterosexual 
urges. This is dramatically shown in one subject’s re- 
sponse to one of the upper outer areas of the ink blot on 
card 4 of the Rorschach test, sometimes seen as a flaccid 
male genital. When asked what the ink blot reminded him 
of, he reported, “On each side there is a woman. I de- 
termine this by the gracefulness of the body. Her stomach 
is protruding as though lying down—her feet and hands 
are hanging down. A strange position but not unpleas- 
ant.” At this point, the subject becomes threatened by the 
seductive aspect of his creation and anxiously attempts 
to deny it as follows: “I think of it as a statue rather than 
alive. I don’t admire it as a man would a woman, but 
as one woman might admire another. It doesn’t arouse 
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me. It’s just a statue of the female body.” The subject 
could not accept the fact that he himself had projected 
these seductive ideas on to the neutral ink blots, and, in- 
stead, he accused the examiner of showing him dirty pic- 
tures. This represents the breakdown of his ability to dis- 
criminate between his own phantasies and the reality of 
the unstructured ink blots. Variations of this type of dis- 
tortion were observed in all the subjects. Such gross dis- 
turbance in the relationship to reality suggests psychosis, 
except that in these subjects it occurs only in narrow sec- 
tors, while otherwise they maintain relatively unimpaired 
reality perceptions. 


DIFFERENCES IN SUBJECTS 


Although our subjects share certain needs, wishes, and 
personality characteristics, it would be completely er- 
roneous to conclude from these similarities that they rep- 
resent a homogeneous group. The need for surgery 
that these persons share does not in itself represent a 
disease entity but rather a symptomatic expression of 
many complex and diverse factors. There is danger in 
confusing this symptom with its underlying causes, which 
may differ considerably from person to person. In order 
to avoid oversimplification, we must note the differences 
that these cases present. For example, the life adjustments 
were seen to vary considerably. At one extreme was a per- 
son who has been successful on a professional level, hav- 
ing achieved considerable eminence in a complex and 
highly technical field. At the other extreme, our group in- 
cludes a person whose best job to date has been messenger 
boy for a neighborhood store. Some of our subjects have 
been able at one point to establish a fairly stable home life, 
including marriage, while others have lived withdrawn, 
isolated, and almost friendless lives. A high degree of 
variation is evident in the intellectual level of the subjects 
who comprise our group, as well as in their attitudes, 
range of interests, and systems of values. We have seen 
that all our subjects struggle with problems, conflicts, and 
resultant anxieties that are severe. It should be noted, 
however, that the ways in which they handle their con- 
flicts and defend themselves against anxieties differs con- 
siderably, involving a wide variety of defensive patterns 
and processes. 


Although the histories as viewed by the patients are 
remarkably similar and might lead one to expect a strik- 
ing consistency in their backgrounds, our investigation 
reveals that this seeming consistency is only a product of 
the distortion and selection of memories. Actually, we 
found a remarkable diversity with respect to almost every 
background variable investigated. This is particularly 
striking in view of the limited number of subjects. The 
socioeconomic level varied from very wealthy to poverty 
stricken and from highly educated to semi-illiterate par- 
ents. The family constellations also differed. There was 
one orphan in the group who spent almost his entire 
childhood in an orphanage. Another orphan lived with 
foster parents, one of whom died when he was 5 years of 
age and left him from that point on in a broken home, 
since the mother never remarried. In contrast, another 
subject lived in close proximity to his parents all the way 
through his adult life. One subject grew up in a family of 
eight children, while others had no siblings. All tended 
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to agree that they had not experienced a warm, friendly 
family life, recalling themselves as lonely, isolated chil- 
dren. None of them pictured father as a warm admirable 
person whom they would want to pattern themselves 
after. Three of them had extremely intense relationships 
with their mothers, complicated by varying degrees of 
seductiveness. For example, one was invited by his 
mother to help her fasten her brassiere and underclothes 
from the age of 7 on. Another subject slept in the same 
bed with his mother until he was 14 years old. 

All of them began at an early age phantasying that they 
were girls. One of them started at 7 years of age in an 
overt homosexual relationship with an adult man. Three 
of them began at an early age stealing female clothes 
either from their sisters or their mothers and wearing 
them. In two subjects the wish for surgery antedated by 
many years the publicity about such operations, while 
in two other subjects the publicity seemed significant in 
stimulating the wish for surgery. These differences, even 
though briefly noted, indicate that we are dealing here 
with unique individuals who are not all cast from the 
same mould. 

SUMMARY AND CONCLUSIONS 


Certain personality and behavior characteristics have 
been observed in men seeking surgery to remove their 
genitals and modify the perineum so that it has a female 
appearance. These findings, based on preliminary pilot 
studies, may be summarized as follows. These men offer 
a simple, stereotyped explanation for their condition, 
frequently stating that they are really women with male 
bodies. Our data contrast sharply with this formulation 
and point to a high degree of complexity of the problem. 
All of the subjects show a marked impairment in the 
ability to give an adequate history of their past lives. The 
memories they offer initially with composure are re- 
stricted in number and content, and, when pressed for 
further details, they become emotionally disturbed by 
significant but painful recollections that they are reluctant 
to think about. This tendency for selective recall must be 
recognized in any attempt to evaluate the significance of 
their historical reports. A need for recognition, attention, 
and acceptance coupled with inner feelings of being re- 
jected and ignored is prominent in all subjects. The idea 
of being female represents for all of them the solution 
to the problem of maintaining a comfortable level of 
self-esteem. Urgency inappropriate to external realities 
and poor frustration tolerance are manifest in all subjects. 
These are evidenced in constant pressure on the physi- 
cian and frequently result in impulsive ill-conceived ac- 
tions that jeopardize the welfare of the subjects. All the 
subjects tend to externalize their problems. They attrib- 
ute their difficulties to a “sick” culture that refuses to 
accept them as women, at the same time denying the pos- 
sibility that the wish for surgery might be symptomatic 
of a disorder within themselves. Intense conflicts over 
strong but unacceptable sexual urges are apparent in all 
subjects. They are threatened by direct sexual activity, 
whether heterosexual, homosexual, or masturbatory. The 
idea of surgery seems to represent an escape from these 
sexual impulses rather than a wish for a female sexual 
life. 





1298 EMOTIONALLY MALADJUSTED CHILDREN—GATSKI 


These psychological findings make it difficult to con- 
ceive of this condition as the result of any single causative 
factor, be it psychological, physiological, endocrine, or 
chromosomal. Further research is necessary to determine 
the relative significance of these possible contributing 
factors. Since the data offered here indicate that this 
problem pervades the entire personality, it seems un- 
likely that it can be removed by amputation of the gen- 
itals. The effect of such surgery on the personality prob- 
lems will not be known until long-term follow-up studies 
have been completed. 


University of California Medical Center (24) (Dr. Worden). 





CLINICAL NOTES 








CHLORPROMAZINE IN THE TREATMENT OF 
EMOTIONALLY MALADJUSTED CHILDREN 


PRELIMINARY REPORT 
Robert L. Gatski, M.D., Danville, Pa. 


Children who are overtly aggressive, delinquent, and 
destructive constitute a difficult treatment problem be- 
cause their withdrawal and inaccessibility make them 
poor subjects for psychotherapy, guidance, and milieu 
therapy. Quieting them with sedatives accomplishes noth- 
ing beyond providing a respite for harassed hospital per- 
sonnel, since such drugs usually make the children in- 
accessible to the therapist and, in some cases, may further 
excite them. 

When Lehmann and Hanrahan‘ found that a new 
phenothiazine derivative, namely chlorpromazine [10- 
(y-dimethylaminopropyl)-2-chlorophenothiazine hydro- 
chloride], controlled psychomotor excitement in psychi- 
atric patients, without appreciably clouding conscious- 
ness, interest was aroused in assessing the usefulness of 
this compound in treating emotionally maladjusted chil- 
dren. The findings of Altschule, Bower, and Cook ? that 
the drug abolishes response to a conditioned reflex in 
animals suggested its use in altering conflict-laden condi- 
tioning in maladjusted children, especially in those in 
whom onset of the nonconforming, aggressive, acting-out 
behavior was of recent origin, perhaps two to three years. 
The fact that chlorpromazine possesses some adrenergic- 
blocking activity indicates it may interrupt the vicious 
cycle of conflict and sympathetic reaction-producing 
overactivity that so often precipitates or aggravates 
acting-out episodes. Experience has shown that such 
episodes, if unchecked, continue, as a snowball rolling 
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down hill, to derange behavior so that the child is then 
in need of special psychiatric treatment. Toxicity studies 
by Moyer and co-workers* in animals and in human 
beings revealed the relative safety of chlorpromazine. 
Moreover, pharmacological data indicated that the drug, 
among its diverse effects, acts on hypothalamic areas, and 
recent concepts, according to Gellhorn,* suggest that 
hypothalamic activity and behavior may be related. 


MATERIAL 


The study was conducted in a cottage-type residential 
treatment center for maladjusted children. The popula- 
tion at the time of study was 150 children, divided al- 
most equally between boys and girls, who ranged in age 
from 4 to 16 years. The majority of the children (84% ) 
were those who had been totally or almost totally rejected 
by their parents, had one or both parents who were 
psychotic, or had come from homes that psychiatric 
social workers considered inadequate for proper emo- 
tional growth and development of the children. The re- 
maining children (16%), though they had come from 
relatively intact homes, were admitted because their be- 
havior was overt, destructive, and aggressive to the extent 
that they could not be supervised in the community nor 
controlled by their parents. From this population nine 
boys, ranging in age from 6 to 13, who were acutely 
disturbed and chronically acting out, were selected for 
the study. All subjects, including one epileptic patient 
who was extremely disturbed, defiant, and hostile, had 
previous psychotherapy, guidance, group, and/or milieu 
therapy. All nine children had received medication, vari- 
ous sedatives, and hypnotics, in an effort to control their 
aggressive behavior with poor or no results. The epileptic 
child received diphenylhydantoin (Dilantin) sodium 
maintenance therapy. The following description of one 
patient is fairly typical of the behavior commonly seen in 
this group. 

REPORT OF A CASE 

A 13-year-old white child was one of eight children. His 
father was a chronic alcoholic, very hot-tempered, and abusive. 
When the child was 7 years old his parents separated, and two 
years later they obtained a divorce. His mother, after being 
separated, began living in a common-law relationship with a 
man 20 odd years her senior. The boy resented his mother’s 
paramour, as did one of his sisters, who requested placement by 
a welfare agency. His birth and subsequent development had 
been considered normal; however, one year prior to his parents’ 
divorce he became progressively surly, overactive, delinquent, 
and truant. He was first admitted to the residential treatment 
center at the age of 9 after he was caught stealing several times. 
On admission the child was found to be insecure, disorganized, 
chronically anxious, and hyperactive with a bizarre conduct 
that typified his many fears. He seldom talked to anyone. More- 
over, when any adult attempted to focus attention on him, to 
make conversation, or to show affection he reacted with panic, 
manic-like hyperactivity, and flight. It was common for him to 
run from the housemother and stay in the middle of the drill 
field, avoiding anyone who tried to approach him. During one 
of his frequent temper tantrums he thrust his hand through a 
glass door and sustained lacerations that required suturing. 

Psychological testings showed the boy had a potential of 
average intelligence, but he was functioning at a borderline level. 
His ego was extremely weak and frequently broke down to the 
point of flight. His behavior and total adjustment pattern con- 
tinued to show that his defense mechanisms were poorly con- 
trolled. Having neglected his school subjects he appeared intel- 
lectually retarded. He was seen in individual therapy from one 
to two hours a week for about two years. During this time he 
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revealed a negative attitude toward his so-called stepfather, 
sibling rivalry, and ambivalence toward his mother. In psycho- 
therapy considerable time was spent in developing a relation- 
ship and working through various pathological transferent 
attitudes that he had for male persons. Toward the end of the 
two years he began to have noticeably more frequent and longer 
periods of conforming and cooperating in the classroom. His 
acting-out behavior, however, continued intermittently. At the 
age of 11, he returned home for a vacation at his mother’s re- 
quest, she refused to return him, and he was discharged. 


A year and several months later he was readmitted after steal- 
ing a bicycle. Since being readmitted he has reverted to his 
former behavior, becoming mute, hostile, restless, and nega- 
tivistic. He frequently wanders without permission. Typical of 
his behavior are the following excerpts from his daily record: 


Banging the bed against the wall and swearing. Trying to pull the 
radiator away from the wall. Extremely uncooperative—running the 
elevator—when asked to stop he refused; and when apprehended began to 
swear, kick, bite, scratch and scream . » Wes OG. 6 ww 
Went off the grounds, broke into a home approximately a mile from the 
treatment center, stole articles, smashed a window and started a fire in 
an unfinished fireplace. Three weeks later broke into a building on the 
grounds . . . took a number of articles and broke several windows 
and made havoc out of the records and books. 


This child has had about 24 such episodes within two or three 
months. During this time he was being seen by a psychiatric 
social worker for about four to six hours a week and by the child 
psychiatrist for at least one and one-half to two hours a week. 


METHOD 
All subjects were segregated from their cottage groups, 
hospitalized, and given chlorpromazine orally, starting 
with a dose of 10 mg. daily and gradually increasing it 
over a week’s time to 10 mg. four times daily. Dosage 
was adjusted so that the children were relaxed and calm. 
If 10 mg. four times daily proved inadequate, the dosage 
was gradually increased to 20 mg. four times daily. One 
child received 40 mg. four times daily. After a child had 
received the drug for three to four weeks, or if he began 
acting out, he was switched to placebo tablets that were 
identical in appearance to tablets of the active drug; 
however, when three of the first subjects treated were 
switched to placebos, the houseparents and hospital per- 
sonnel complained about the return of the children’s 
former marked destructive behavior pattern. The use of 
placebos as controls was abandoned, since the drug had 
obviously proved effective in these emotionally disturbed 
children. Instead we compared response in the chlor- 
promazine-treated group with that in untreated children 
from the same cottage and in the other 14 cottages com- 
prising the residential treatment center. 


OBSERVATIONS 

All nine children treated showed improvement within 
one week after taking chlorpromazine and continued to 
improve as the drug was used. The beneficial effects from 
the initial use of the drug lasted from 10 to 21 days and 
can be illustrated by excerpts from the daily record of a 
13-year-old severely acting-out nonwhite boy who had 
been given chlorpromazine for five days. “Behavior much 
improved. . . . Not necessary to keep in locked room 
for first time in three weeks. . . . Patient slept all night. 
. .. He has had three nights peaceful sleep and appears 
rested the next day. . . . Cooperative and quiet.” The 
problem of getting the subjects to take the medicament 
never occurred when they were segregated from the 
group; however, when the subjects returned to the cot- 
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tages they defaulted on taking the medicament because 
the other children taunted them by saying that they were 
“crazy in the head to have to take pills.” 

When this boy was transferred to his cottage group, 
he began to act out and ran away three days later. On 
his return he was segregated from the group and again 
given chlorpromazine, 20 mg. four times daily. His be- 
havior immediately became more conforming. As the 
child became calm and more cooperative, the need for 
his isolation was no longer necessary and he was re- 
turned to the cottage for a trial visit. Then, in spite of 
his being watched, the boy stopped taking the medica- 
ment, discarding it in the washbowl and hoppers and on 
the floor. The other subjects reacted similarly on being 
transferred from the hospital to the cottage group. There 
were no unusual side-effects or complications noted in 
this small group undergoing study as they attended classes 
and played with the other cottage children during the 
treatment period. However, other investigators, namely 
Friend and Cummins*® and Winkelman,® who treated 
adults used higher doses than those used in this study, 
and reported that chlorpromazine produced drowsiness, 
transient hypotension, tachycardia, dizziness, dry mouth, 
nasal congestion, and constipation. From Moyer’s ob- 
servations’ it would appear that fewer side-effects are 
observed when the drug is administered orally than 
parenterally. 

COMMENT 

The administration of chlorpromazine orally to 
acutely disturbed and chronically acting-out maladjusted 
children apparently makes them more tractable and 
better able to adjust and learn to conform to the norms of 
the group. Moreover, it facilitates their communication 
and formation of a relationship with their therapist. Con- 
sequently, they are more likely to become amenable to 
reason and to benefit from other modalities. In a resi- 
dential treatment center, giving the drug orally is fraught 
with difficulties. Unless the children being treated are 
segregated from the group, they resist taking medication 
for they abhor the thought that others may think there is 
something mentally wrong with them. For this reason 
chlorpromazine seems well-suited for use in maladjusted 
children who are living at home where only the child, his 
parents, and the therapist will know of his taking a 
medicament. 

No attempt was made to administer the drug parenter- 
ally to the patients partly because most maladjusted chil- 
dren have marked fears or phobias and because of the 
marked psychic or emotional trauma one may inflict on 
these children as observed in the following experience. 
A rather aggressive, severely maladjusted, acting-out 
child became so acutely disturbed that he tore off and 
brandished the end of the bed to assault the adult mem- 
bers of the staff. It was necessary to-control him by force, 
and an intravenous injection of amobarbital (Amytal) 
sodium was administered. For a week to 10 days after 
that he displayed a puncture wound in the antecubital 





5. Friend, D. G., and Cummins, J. F.: New Antiemetic Drug: Pre- 
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space and told, in gory details, how the injection was 
given, how the blood dripped from his arm to the floor, 
how he had seen the blood spatter the shirts of the mem- 
bers of the staff and delighted in scaring the wits out of 
the other children. It was several days before a child 
would attempt to come to the hospital building for any 
type of treatment. Parenteral administration of the drug 
may be more feasible in a setting in which the actively 
disturbed or psychotic child can be segregated for suf- 
ficient time so that the resultant beneficial effects can be 
reinforced with psychiatric treatment. 


SUMMARY 

Nine severely disturbed and chronically acting-out 
emotionally maladjusted children were given chlorpro- 
mazine, 10 to 20 mg. orally, four times daily for three 
to four weeks. Within one week all showed improved be- 
havior and continued to improve as they continued the 
drug. They became calm, cooperative, and more com- 
municative. Their social behavior improved, and they be- 
came more amenable to cottage supervision. Last, but 
not least, they established rapport with the therapist. Re- 
turn of restive behavior occurred when placebos were 
substituted. Unless the children under treatment were 
separated from the group, they balked at taking any 
medication because their co-habitants ridiculed them for 
doing so. No unusual side-effects were noted, and no 
complications were encountered in this series of cases; 
however, further study and observation with larger groups 
of children seems to be indicated, as chlorpromazine 
[10-(y-dimethylaminopropy]l)-2-chlorophenothiazine hy- 
drochloride] is a valuabie drug and has a definite place in 
the treatment of emotionally maladjusted children. 


1130 E. Market St. 


USE OF FLUDROCORTISONE ACETATE 
IN DERMATOSES 


Raymond C. V. Robinson, M.D., Baltimore 


The steroid hormones have influenced modern thera- 
peutic methods during the past five years to a gteater 
extent than any other modality, with the possible excep- 
tion of the broad spectrum antibiotics. Corticotropin 
(ACTH), cortisone, and hydrocortisone have found 
some use in almost every branch of medicine. Cortico- 
tropin and cortisone were found to be ineffective when 
applied locally to the skin but, when administered sys- 
temically, play a considerable role in the control of 
allergic and nonallergic inflammatory dermatoses. Hydro- 
cortisone, applied locally in the form of lotions or oint- 
ments in concentrations as low as 0.5%, produces a 
beneficial response in many dermatological conditions." 
Fried and Sabo,’ while attempting to synthesize hydro- 
cortisone from 1 1-epi-17a-hydroxycorticosterone, found 
that the 9a-halo derivatives of 1 7a-hydroxycorticosterone, 
which were intermediate products of the synthesis, were 
highly active in the rat liver glycogen assay for 11-oxy- 
genated corticoids. They further noted * that the activity 
was inversely proportional to the size of the halogen 
atom. The product finally synthesized was fludrocortisone 
acetate (9a-fluorohydrocortisone acetate); preliminary 
studies * indicate it to have approximately 25 times the 
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therapeutic activity of cortisone when administered 
orally. Since the product was a derivative of hydrocorti- 
sone, it was decided to investigate its possibilities in cuta- 
neous disease. The purpose of this paper is to summarize 
the results of local administration of fludrocortisone in 96 
patients and systemic treatment of 2 patients with ex- 
foliative dermatitis. 


PREPARATIONS USED AND METHOD OF OBSERVATION 


In view of experience with hydrocortisone used lo- 
cally,® the fludrocortisone was incorporated in both an 
ointment base and a lotion base. Since hydrocortisone 
was noted to be effective in concentrations as low as 
0.5% in absorbent ointment base (Plastibase) and paired 
comparison studies (in which one preparation was ap- 
plied to one extremity and another on the contralateral 
extremity) were deemed necessary, at least in the first 
several patients studied, ointments containing 0.1, 0.2, 
and 0.5%, respectively, of hydrocortisone and fludro- 
cortisone were prepared. The lotions contained 0.1 and 
0.2%, respectively, of the two chemicals. 

During earlier studies of local application of hydro- 
cortisone, it was noted that involved sites distant from 
the area of application showed signs of improvement; 
therefore, paired comparison studies were considered 
subject to criticism after 48 hours. Individuals who were 
selected for this part of the study had both arms or both 
legs involved and were instructed to apply hydrocortisone 
ointment or lotion to the right extremity and the fludro- 
cortisone product to the left. At the end of 48 hours, the 
condition of the patient was noted and the patient con- 
tinued the use of fludrocortisone only. An exception to 
this was made in six patients who reversed the local prep- 
arations after two days. All other patients were treated 
with fludrocortisone only. The drug was administered 
systemically to two patients, one of whom had never 
been treated with the steroid hormones; in the other con- 
trol was obtained with a maintenance dose of cortisone. 
Both these cases will be described in detail. 


FLUDROCORTISONE OINTMENT 


Fifteen patients with eczematous conditions of the 
arms or legs were treated by the paired comparison 
method. The results are outlined in table 1. The results 
in this group of patients demonstrated conclusively that 
the 0.1% ointment of fludrocortisone was effective. Two 
patients who failed to show improvement with 0.2% 
hydrocortisone and one who failed to show improvement 
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with the 0.1% solution were instructed to reverse the 
applications for the second 48 hour period. Improvement 
was noted in all sites when fludrocortisone was substi- 
tuted. Thirty-seven additional patients have been treated 
with local application of fludrocortisone ointment. The 
results are tabulated in table 2. 

The only dermatoses treated in this group of patients 
were those conditions that have been shown to respond 
to hydrocortisone, such as eczema, contact dermatitis, 
pruritus ani, and pruritus vulvae. One patient reacted 
unfavorably to fludrocortisone, stating that the eruption 
became much worse. When 0.2% hydrocortisone in the 
same base was substituted, the inflammatory element 
subsided, only to flare up again when therapy with the 
halogen derivative was reinstituted. I have no explana- 
tion for this phenomenon. Improvement was maintained 
only as long as the local applications were continued. It 
was possible in most instances to curtail the frequency 
of use, some patients maintaining remissions by using 
the ointment once a day. This is in accord with my ex- 
periences with hydrocortisone acetate (Compound F). 


FLUDROCORTISONE LOTION 
Forty-four patients were treated with lotions con- 
taining 0.1 and 0.2% concentrations of fludrocortisone. 
The first 10 patients were treated by the paired com- 
parison method, with results shown in table 3. Patients 
using the hydrocortisone lotions exhibited a better re- 
sponse than those using the ointment of similar concen- 
tration. This is in accord with findings in a previous 
large-scale study. However, there seemed no doubt that 
the fludrocortisone compound was superior at the 48 
hour observation. Even when both sides improved, the 
newer compound caused a better response. In three pa- 
tients who failed to respond to 0.1% lotion, substitution 
of fludrocortisone for hydrocortisone brought about a 


TABLE 1.—Results in Fifteen Patients Treated with 
Hydrocortisone and Fludrocortisone Ointment by 
the Paired Comparison Method 





Improvement 
in 48 Hr. 
= — —s 
Concentra- No. of Hydro- Fludro- 
tion, % Patients cortisone cortisone 
OE Siebcscccdscteuieonbhdestevckiansh 5 5 5 
Glbid dics cccccvbightdasbhobetMectas ae 5 2 5 
OS. ccstasccccesansedekebedecetdades 5 ee 5 


TABLE 2.—Results in Thirty-Seven Patients Treated by Local 
Application of Fludrocortisone Ointment 


Concentra- No of Not 
tion, % Patients Improved Improved Reactions 
DBiscecceccocdssavecs 5 5 ee ee 
Gh 0565 400 cesrecss so 16 14 1 1 
Dh i ccsvsesscnvdcceen 16 14 2 


beneficial response in 24 hours. Thirty-four additional 
patients with atopic dermatitis, contact dermatitis, inter- 
trigo, severe sunburn, pruritus vulvae, or pruritus ani 
were treated with 0.1 or 0.2% lotion as outlined in 
table 4. Since there was no difference in therapeutic 
response between the two concentrations, the results 
are summarized together. 

All three patients with severe sunburn noted relief of 
discomfort within two or three hours. By the end of 24 
hours all patients were comfortable. Local application 
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was discontinued temporarily in two patients, with return 
of symptoms that promptly responded when application 
of the lotion was reinstituted. Atopic dermatitis, contact 
dermatitis, and intertrigo all responded satisfactorily. One 
patient with contact dermatitis failed to respond but had 
continued to handle the substances that had originally 
caused the condition. Two of the patients with pruritus 
vulvae had used hydrocortisone ointments previously but 
felt this preparation gave more relief and was more pleas- 
ant to use, being water soluble. 


TABLE 3.—Results in Ten Patients Treated with Hydrocortisone 
and Fludrocortisone Lotions by the Paired 
Comparison Method 





Improvement 
in 48 Hr. 
in A , 
Concentra- No. of Hydro- Fludro- 
tion, % Patients cortisone cortisone 
i didi tis boweuddeenteceecéghdobe 5 3 5 
Dilins ans bubedinsdanesctccasdwoasien 5 1 5 


TABLE 4.—Results in Thirty-Four Patients Treated with 
Fludrocortisone Lotion 


No. of Definite 


Diagnosis Patients Benefit No Change 
Severe GUBDUID. ......cccccecccoce 3 3 
Atopie dermatitis................ 10 10 ° 
Contact dermatitis.............. 7 6 1 
EY itn owhviddntves shes age 4 4 ee 
Win vndessece sconvde 6 6 ee 
PURE QC Aine siisssesisreetes 4 2 2 


SYSTEMIC ADMINISTRATION 


Two patients with exfoliative dermatitis were treated. 
Electrolyte and hematological studies are being done on 
current patients. Sodium was restricted and 3 gm. of 
potassium chloride was given daily. 

Case 1.—A 28-year-old Negro woman had had exfoliative 
dermatitis of unknown origin for five years. She had never been 
treated with the steroid hormones. On the basis of preliminary 
reports, therapy with fludrocortisone given orally was started, 
with a 12 mg. total dose during the first 24 hours, reduced by 
1 mg. daily thereafter. At the end of 48 hours there was marked 
improvement. The maintenance dose decided on was 5 mg. daily. 
After 10 days there were no untoward reactions noted and the 
dermatitis was continuing to respond. On the 12th day, the pa- 
tient began to notice edema of the right leg. This became pro- 
gressively more severe but remained unilateral. The dose was 
lowered to 3 mg. daily in divided doses, but the edema persisted, 
and therapy with drug was discontinued on the 18th day. There 
was no history of pelvic inflammatory disease and no objective 
evidence of phlebitis, but unilateral edema attending steroid 
hormone therapy defies logical explanation. 


Case 2.—A 54-year-old white woman with exfoliative derma- 
titis had been on a maintenance dose of 100 mg. of cortisone 
daily with satisfactory remission for two weeks. This drug was 
abruptly discontinued and 4 mg. of fludrocortisone substituted. 
There was no exacerbation of symptoms after five days. The 
dose was lowered to 3 mg. daily, and after five more days she 
remained symptom free. 


COMMENT 

The difference in action between hydrocortisone and 
fludrocortisone is quantitative, not qualitative, the biolog- 
ical response apparently being identical if adequate con- 
centration of either material is used. With both materials, 
benefit is maintained only as long as local applications 
are continued, although frequency of application may be 
curtailed. Although laboratory studies are now in prog- 
ress to determine effects of locally applied fludrocortisone 
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on eosinophil count and electrolyte balance, no systemic 
toxic effects were noted in this preliminary survey. In the 
two patients treated with oral doses there were no toxic 
effects noted when adequate precautions were taken to 
give a low sodium diet and administer 3 gm. of potassium 
chloride daily. The major advantage of fludrocortisone 
will probably be its economy, since it appears to have 
10 to 25 times the potency of the earlier hormone. 


SUMMARY AND CONCLUSIONS 

In a preliminary study of 96 patients with various 
dermatoses treated locally with ointments or lotions 
containing fludrocortisone, it was found that this drug 
causes an adequate therapeutic response in concentra- 
tions as low as 0.1%. When administered systemically 
to two patients, whose sodium intake was restricted and 
who were given supplementary potassium, no serious 
toxic symptoms directly attributable to the drug were 
noted in a 10 to 15 day period, and the drug apparently 
had about 25 times the therapeutic potency of cortisone. 


1001 St. Paul St. (2). 
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EDUCATIONAL METHODS IN POST- 
GRADUATE TEACHING 


Douglas D. Vollan, M.D., Chicago 


The following article is the fourth in a series of eight, which 
together constitute the report of a two and one-half year Survey 
of Postgraduate Medical Education by the Council on Medical 
Education and Hospitals of the American Medical Association. 
The survey included a questionnaire study of a large random 
sample of practicing physicians as well as detailed analyses of 
the postgraduate courses offered by the numerous sponsoring 
institutions and organizations. The last article, entitled “Objec- 
tives and Content of Postgraduate Medical Education,” appeared 
in THE JouRNAL, March 26, 1955, page 1119. 


This article deals with the teaching techniques and 
methods employed in postgraduate courses for physi- 
cians in the United States. In a single half-year listing 
by the Council on Medical Education and Hospitals 
72 different designations were used to list courses, in- 
cluding lectures, clinics, panels, grand rounds, sympo- 
siums, congresses, and refresher residencies. For the pur- 
pose of this study educational methods have been divided 
into two broad categories. The first includes those in 
which the individual learns by experience (“learning by 





Assistant Secretary, Council on Medical Education and Hospitals, 
American Medical Association, aided by the Council’s Committee on 
Postgraduate Medical Education, composed of Drs. Donald G. Anderson, 
James M. Faulkner, Edward L. Turner, and Edward H. Leveroos. 

A complete description of the sample, returns, and methods of the 
survey will be made available as an appendix in the reprint edition of 
the series to be published later this year. 
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doing”) and will be referred to as participative learning. 
Learning in the second group occurs through lectures 
and demonstrations by teachers, with the student’s 
role being almost purely receptive and is called didactic. 
Participative learning places the burden of greatest activ- 
ity on the student, which is not the case with the didactic 
methods. Much factual information can be communicated 
by lectures and demonstrations, but these have marked 
limitations in developing judgment and in perfecting 
technical skills. 

The physician who becomes a postgraduate student 
has a number of characteristics that tend to raise special 
educational problems. The lack of specific extrinsic re- 
wards for the physician-student requires that the methods 
used be such as to demand and maintain his interest. The 
lack of sustained contact between student and instructor 
over a long period minimizes the benefits of continuity 
enjoyed in other phases of education. On the other hand, 
the practicing physician can readily relate new factual 
knowledge to his own practical needs, which tends to 
increase the value of didactic presentations.* 

An analysis of the postgraduate courses offered in the 
United States in 1952-1953 revealed that only 10% of 
the hours offered were purely didactic and only 15% 
were purely participative (clinical). The remainder em- 
ployed combinations of the two. Observation and analysis 
of the descriptions of these combined courses indicated 
that the majority of the time was devoted to lectures. 
About three-fourths of all postgraduate hours offered 
can therefore be considered didactic. There are, how- 
ever, indications of growing interest in and use of par- 
ticipative methods. Figure 1 shows the relative value 
ascribed to the various methods by the physicians re- 
sponding to the questionnaire. 


PARTICIPATIVE METHODS IN POSTGRADUATE 
MEDICAL EDUCATION 


In modern medical education participative learning is 
the mainstay of undergraduate and graduate teaching. 
Whenever postgraduate medical education has been stud- 
ied it has been recommended that the active participation 
of students be encouraged.” Participative methods can be 
classified as those in which learning results from the 
physical and mental manipulation of things, people, or 
ideas. 

Laboratory Work.—Participative learning by the ma- 
nipulation of things is exemplified by the laboratory 
experiment. Such work is of special value in the initial 
stages of the study of a science when basic principles 
and scientific attitudes are being established. The ob- 
servation of phenomena, coupled with reasoning from 
factual data collected, enhances the understanding of 
principles. Basic sciences such as anatomy and micro- 
biology have long been taught as laboratory courses on 
the postgraduate level. More recently subjects such as 
clinical pathology, radioisotope techniques, and electro- 
lyte balance have used this technique. Although it is 
now more frequently utilized, laboratory work plays a 
relatively small role in the over-all picture of current 
postgraduate medical education. In this survey physi- 
cians ranked it sixth in importance. 
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Clinical Work.—Carefully supervised individual clin- 
ical casework helps the student gain new knowledge and 
clinical judgment. It also aids in perfecting technical 
skills. Such experiences are of value to physicians seek- 
ing postgraduate medical education because they can 
offer opportunities for learning sensory skills, such as 
diagnostic procedures, as well as the motor skills involved 
in operative techniques and other therapeutic measures. 
Such work must be limited to individual or small group 
teaching and is not generally practicable in large post- 
graduate classes. Some medical schools offer relatively 
long “in-residence” courses to general practitioners, who 
examine and treat individual patients under the super- 
vision of faculty members. One organization offers pre- 
ceptorships that include attendance at a number of ses- 
sions of a cardiology clinic, during which the individual 
physician-student studies each case with the cardiologist 
in charge, following the same patient over a period of 
many weeks. 

As long ago as the late 1930's there were a few short 
refresher residencies or internships available for phy- 
sicians in some hospitals.* Because of the administrative 
problems involved in integrating outside physicians into 
the over-all training programs of hospitals such opportu- 
nities have not become widespread. Such programs could 
be of value to the hospitals by substituting for residents 
during vacation periods. One program designed espe- 
cially for general practitioners who lack regular hospital 
affiliation provides them with hospital experience one day 
each week for 25 weeks, covering five different services 
during the total period.* 

Many medical educators believe that individual clinical 
teaching can best be done by using the physician-student’s 
own patients. Some of the regional or “circuit” programs 
sponsored by medical schools are so organized that phy- 
sicians in the small towns where sessions are held prepare 
a few of their own patients for presentation by the visiting 
instructor. Some teaching hospitals allow a physician to 
admit his patients for diagnosis and care if he himself 
will remain for instruction concerning each case. Another 
plan is arranged so that rural physicians can send patients 
to a distant medical center for study and receive written 
consultation reports in addition to reprints of the litera- 
ture and a suggested plan of study pertinent to the case. 
Several state health departments have inaugurated plans 
in which each reported maternal or neonatal death is 
followed up by a consultant who analyzes the case with 
the attending physician. 


The Seminar.—The third basic form of participative 
learning is that involved in the manipulation of facts and 
ideas in thoughtful discussion. In seminars factual data 
and principles constitute the raw material for the inter- 
play of ideas between the members of the group toward 
the ultimate solution of the problem under discussion. 
Many medical educators believe this to be the most 
effective form of postgraduate education, despite its 
limited use to date. To be of greatest value, seminars 
must be restricted to small groups. Eight to 10 individuals, 
with an “instructor” whose purpose it is to lead the dis- 
cussion and bring out the thoughts of the participants, 
constitute an effective seminar group. Over 85% of the 
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responding physicians indicated the seminar to be of 
value and thus ranked it in first place, but the present 
unfortunate emphasis on large enrollments tends to limit 
the extensive use of the seminar method. 


DIDACTIC METHODS 


Because of practical problems limiting the use of 
participative methods, it is necessary to devote much of 
the following discussion to the various didactic methods 
if an accurate picture of the present status of postgraduate 
medical education is to be presented. 


These methods are of two basic types: direct teaching 
in which the instructor and students are present together, 
as is the case in lectures, panels, demonstrations, and 
clinics; and indirect teaching through exhibits, recordings, 
radio, motion pictures, and television, which bring 
teachers and students together through some intervening 
medium. The direct type has the advantage of permitting 
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Fig. 1.—Value ascribed by physicians who responded to the question- 
naire to various methods used in postgraduate teaching. Very little value 
was ascribed to all other mediums of postgraduate teaching not given in 
the figure. 


at least some two-way contact. Indirect methods make 
is possible for both teachers and students to remain in 
their own areas, thereby saving the time that might 
otherwise be lost in traveling. 

Lectures and Panels.—Lectures and panels are the 
most common forms of direct teaching. In many places 
it has become almost reflex action to suggest a “course 
of lectures” on this or that subject when a postgraduate 
program is proposed. Lectures have been described as 
valuable in that they present large amounts of informa- 
tion in predigested form. They may also be used to pre- 
sent new material not yet published, or as an introduc- 
tion, orientation, or summary of a general subject. The 
greatest value of the lecture, however, is probably as an 
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inspirational device through which the leaders of medi- 
cine can be brought directly into contact with practicing 
physicians. 

The panel method is useful in presenting different 
points of view on a subject, especially when the panel is 
limited to a rather narrow subject. The disadvantage 
of panels is their tendency to be overly technical, since 
a group of experts may overlook the audience in their 
efforts to explore the subject among themselves. The 
question may be raised as to whether an hour spent by 
a panel of five members before a group of 50 physicians 
would result in as much learning as would seminars 
conducted by each of the panel members with 10 of 
the physicians. Almost half of the physicians responding 
to the questionnaire ascribed considerable value to lec- 
tures and panels, and another third awarded them some 
value. These methods, therefore, ranked third in pref- 
erence. 

The dominance of lectures in postgraduate medical 
education suggests the need to know the relative size of 
the groups to which they are delivered. A crude approxi- 
mation of the average number of students per course 
may be obtained by dividing the over-all attendance 
figures by the number of courses offered each year as 
reported by the Council on Medical Education and 
Hospitals. This reveals a fairly consistent range of be- 
tween 40 and 60 for all courses offered in the United 
States during the past 10 years. Some medical educators 
feel that a one-to-one instructor-student ratio is needed 
for good postgraduate medical education, but some 
compromise must be found between this extreme and 
the mass meeting. Buerki concluded that 25 or 30 stu- 
dents to one teacher should be the maximum ratio in post- 
graduate courses.* A median of 26 was given by the phy- 
sicians responding to the questionnaire as the maximum 
number of students per instructor that would allow for 
adequate student participation. Over three-fou:ths of the 
physicians felt the number should not exceed 50, while 
practically allconsidered 100 an absolute maximum. A re- 
duction in the numbers of lectures and panels has been 
advocated for many years as being even more essential 
to postgraduate education than to the undergraduate 
phase.° By reducing the size of the groups lectures can 
play a significant role in postgraduate medical education. 


Demonstration.—Another form of direct didactic 
teaching is the demonstration, which goes a step further 
than the lecture or panel by bringing both visual and 
auditory senses into play. Presentations of patients, 
demonstrations, and experiments are used widely. Un- 
fortunately, the technical difficulties of these exercises 
are such that the instructor may in some cases lose 
contact with the students while endeavoring to make the 
demonstration work. In patient presentations in which 
a physical sign may be shown students in the back 
rows may derive little from the experience. Some feel, 
however, that the mere presence of patients provides 
a clinical atmosphere regardless of whether or not any- 
thing of importance can be demonstrated. 
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A more useful form of demonstration is the clinic, in 
which the patient is presented with all of the diagnostic 
material pertinent to his case. By this is meant the “wet 
clinic,” a term that would hardly be necessary were it 
not for the existence of the meaningless and misleading 
term “dry clinic,” in which no patient is presented. The 
value of the clinic is sometimes reduced by the tendency 
of a “virtuoso” to show off his diagnostic prowess rather 
than to help the eager physician-student learn from the 
case. The well-prepared clinic, directed toward the needs 
of the physicians in the group, is a valuable method of 
postgraduate education. The clinical-pathological con- 
ference, substituting postmortem findings for the living 
patient, is well established in undergraduate and gradu- 
ate medical education but has not been used extensively 
in postgraduate teaching. Ward walks, grand rounds, or 
departmental rounds have been used in a number of 
postgraduate programs in recent years. In some instances 
bedside teaching has developed because a small attend- 
ance at a lecture course made it possible to go on the 
wards. Observation of surgical techniques or other thera- 
peutic procedures were at one time widely employed in 
postgraduate courses, but in recent years this type of 
observation has been eliminated from most postgraduate 
programs by the development of organized graduate 
training. 

Demonstrations can serve a useful purpose in post- 
graduate medical education, in elucidating physical signs 
or diagnostic and therapeutic techniques. They can add 
variety to an otherwise heavy program but should ordi- 
narily be used with small groups, presenting material that 
is directly pertinent to the subject under discussion. They 
require considerable preparation and the time of many 
instructors. Demonstrations were given second place 
as the most valuable teaching methods by the physicians 
responding to the questionnaire. Over half considered 
them of considerable value, and an additional quarter 
conceded some value to them. Smaller groups are usually 
required for effective learning by demonstration than is 
true for lectures. Among the physicians responding the 
median number of students per instructor considered 
desirable for adequate participation was seven. Over 
60% felt that the maximum ratio should be fewer than 
10 students to one instructor, and over 90% would 
prefer fewer than 20 students per instructor. 


INDIRECT DIDACTIC METHODS 


Indirect didactic methods include those forms of edu- 
cation that use some intervening medium to transmit in- 
struction from teacher to students at some distance. Books 
and television represent opposite extremes of such teach- 
ing. These methods can be considered as “teaching aids” 
when used as adjuncts in a course using direct teaching 
methods. For example, a postgraduate course by tele- 
vision for physicians in their homes would represent its 
use as an indirect method, whereas the introduction of a 
televised demonstration of a surgical procedure during 
a lecture course on surgery would be an example of its 
use as a teaching aid. This report is primarily concerned 
with the uses of the former type. 
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These methods have all of the fundamental short- 
comings of direct didactic methods, plus the fact that 
there is no opportunity for contact between teacher and 
student. Nevertheless, because of the time and transpor- 
tation saved for both teacher and student, they have be- 
come more and more important in postgraduate medical 
education in recent years. Reading can be considered a 
form of indirect teaching and has already been shown 
to be the most important element in continuing the edu- 
cation of physicians.’ Scientific exhibits at medical meet- 
ings also offer educational opportunities, especially if 
a clinical investigator is present at the exhibit. 

Radio, Telephone, and Recordings.—Radio, tele- 
phone, and recorded postgraduate programs all have been 
used with varying degrees of success in different parts of 
the country. In general they share the value of ease of 
reception, since the physician can listen at leisure times. 
Radio has had very limited use, although one organiza- 
tion has been offering postgraduate programs over fre- 
quency modulation stations for several years, using re- 
cordings of previous medical meetings. The greatest 
single value of radio in postgraduate medical education 
is its timeliness in presenting new factual material and 
urgent medical news. The undersirability of having the 
public able to receive radio postgraduate programs has 
been offset by courses using leased telephone wires. These 
programs are carried from medical centers to groups of 
physicians by telephone and received through a public 
address system. The chief values of the postgraduate tele- 
phone program lie in its timeliness and the sense of con- 
tact between physician-students and instructors, which 
can be increased by the incorportion of a two-way hookup 
to permit the students to question the instructors and re- 
ceive answers. This method also enables a number of 
instructors in different cities to be brought together in 
a panel discussion by the conference-call technique. Tele- 
phone postgraduate programs have so far been received 
only by groups. Technical problems, such as difficulty 
in synchronizing slide material at the many centers, have 
made this method a rather short-lived form of postgradu- 
ate education. The medical organization that has the 
longest experience with this technique prepared tape re- 
cordings of the programs for groups who preferred to 
listen at times other than the initial telephone session and 
found that the demand for the recordings has outstripped 
the demand for the basic program. 

Recordings, which are capable of mass distribution 
to physicians in groups or as individuals, may be used at 
any time suitable to the physician and as often as he 
wishes. Although recordings can offer the same kind of 
educational values as are found in reading, they do con- 
stitute a change of pace for the busy physician and can 
be a well-reviewed and condensed source of new medical 
knowledge. Cut records are expensive to produce but 
have the advantage that most physicians possess a record 
player of some kind. Entire courses have been recorded 
on magnetic tape for distribution to physicians who wish 
to receive the course in absentia. One organization offers 
weekly tape-recorded digests of current medical literature 
on a subscription basis. 


EDUCATIONAL METHODS—VOLLAN 1305 


Only a small percentage of the physicians responding 
to the questionnaire considered radio, telephone, and re- 
corded courses to be of considerable educational value, 
and a third ascribed no value to these methods. This is 
probably due, in part, to lack of experience with them. 
Of the three purely auditory indirect didactic methods 
the recordings seem to have the greatest future in post- 
graduate medical education. 

Filmstrips and Motion Pictures.—Indirect didactic 
teaching that employs both auditory and visual stimuli 
in combination has obvious advantages over the use of 
one or the other alone. These methods include sound 
filmstrips, sound motion pictures, and television, which 
about a quarter of the physicians responding to the ques- 
tionnaire believed to be of considerable educational value. 
Another 40% believed them to be of some value. Post- 
graduate kits containing records, a set of color slides, and 
a viewer have been developed, as have tape recordings 
with integrated filmstrips. These make available to phy- 
sicians in remote areas courses of study that can be used 
in office or home as time permits. Their low cost when 
produced in quantity makes them potentially significant 
forms of postgraduate medical education. Sound motion 
pictures have become increasingly popular in recent 
years, particularly as a method of teaching skilled tech- 
niques and in demonstrating phenomena of motion not 
readily shown otherwise.* Only rarely, however, have 
films been used as the basic form of a postgraduate 
course, since not enough films are available on most sub- 
jects to constitute a complete course. Because of the pres- 
ent high cost of producing medical films, only those that 
deal with subjects of basic or permanent significance and 
are useable in undergraduate as well as postgraduate 
teaching are likely to justify the expense of production. 

Television.—Television has all of the values inherent 
in any form of didactic learning, with the exception of 
personal contact with the instructor. It adds active and 
timely visual stimuli to the values of radio. Its earliest 
use in programs beamed to physicians was confined to 
short telecasts of surgical procedures as novelty features 
during large medical society meetings. These early pro- 
grams were all closed circuit telecasts to groups within 
the city or origin, and they offered relatively little that 
could not be given at much lower cost by direct lectures 
and demonstrations or by motion pictures. Late in 1953 
the first organized postgraduate program by television 
was broadcast from a central source to a number of 
cities in the East, but the reception again was by groups 
with a closed-circuit system.® Since then a number of such 
programs have been produced as “one shot” affairs. The 
economic use of faculty time by this process is obvious, 
but it is equally evident that this has done little to save 
the time of the physician traveling to and from the centers 
where the telecasts were received and that the lack of 
continuity from one program to another restricts their 
value to that of occasional unrelated lectures. 
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The greatest potential value of television is in bringing 
instruction from medical centers directly into the home 
or office of the physician. This was first attempted in the 
fall of 1953, when a postgraduate program in the form 
of a series of telecasts was broadcast in one area over 
an open circuit. By using morning hours earlier than the 
public was accustomed to expect the station to be operat- 
ing, it was possible to confine the viewing audience almost 
entirely to practicing physicians who had been advised 
of the program by mail.'° Open-circuit postgraduate tele- 
casts are restricted by the fact that the public can view 
the programs, which limits the type of material that can 
be presented and the frank discussion of medical prob- 
lems so important to effective postgraduate medical edu- 
cation. An answer to this problem may be found in the 
use of one of the methods that “scramble” the television 
picture as well as the audio portion and that can only be 
unscrambled by those with a special device on their tele- 
vision sets. By the use of an electric code card or other 
methods it is possible to restrict the viewing of any pro- 
gram to those who have the unscrambling device and who 
also have been sent the “key” to the particular program 
involved. One such system was actually used experimen- 
tally in a postgraduate medical course in New York in 
1953. Technical difficulties and present Federal Com- 
munications Commission regulations make the future of 
this approach uncertain. If this system is approved it can 
become a factor of major significance in postgraduate 
medical education. As television finds a place in all phases 
of medical education—undergraduate, graduate, and 
postgraduate—the sharing of costs may bring it within 
the reach of many medical schools.'' Kinescopes or tape 
recordings of television programs can be produced at 
reasonable rates for widespread distribution throughout 
the country. 

Superficial and poorly planned uses of television in 
postgraduate medical education may result in its being 
labeled a “gimmick” and lead it to the same fate as other 
ill-conceived novelties. Although an attempt to bring 
some degree of participation into lecture or demonstra- 
tion sessions may be made by means of a terminal ques- 
tion-and-answer period, it is the experience of most med- 
ical educators that the physicians most in need of the 
additional explanation are those most reluctant to express 
themselves openly before their colleagues. Written ques- 
tions have been used to obviate this problem to some ex- 
tent. The removal of the question period in effect elimi- 
nates any major qualitative difference between direct and 
indirect didactic methods and gives reason for more 
serious consideration of a medium such as television. As 
television can bring the knowledge of the medical center 
directly into the home of the physician with a minimum 
loss of his time and that of the instructor, it can come to 
play a significant role in postgraduate medical education. 


ANCILLARY TECHNIQUES 
Postgraduate courses can often be enriched by the use 
of a number of ancillary educational techniques, includ- 
ing blackboards, black-light writing, charts, models, 
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slides, opaque projectors, microprojections, recordings 
of heart and breath sounds, electron-cardioscopes, mo- 
tion pictures, short films, film clips, exhibits, and tele- 
vision. Teaching aids can lend added interest and variety 
to a postgraduate course if used judiciously, but they must 
be pertinent to the particular point under discussion at 
the moment and not used to fill in time. A few institutions 
have developed regular systematic home study assign- 
ments in conjunction with their courses. Some prepare 
a syllabus of the course, and some even include examina- 
tion questions to encourage its use. Reading guides to the 
literature and textbooks pertinent to the subject of study 
have been found useful. A few institutions have built 
their postgraduate programs around case histories, the 
protocols of which are sent out a week in advance for 
study by the physicians who later attend a conference on 
the case. Well-organized and directed programs of inter- 
current reading between courses, employing a syllabus 
that ties the programs together and lists pertinent articles 
and text references, may be one of the best answers to the 
present lack of continuity in many postgraduate pro- 
grams. 

Many technical details in the management of the indi- 
vidual sessions of postgraduate courses also have an im- 
pact on the learning situation. Brevity and clarity are of 
paramount importance. Dramatization or vivid descrip- 
tion in lectures and demonstrations may stimulate inter- 
est especially late in the day. The physical arrangements 
of the room in which the course is given should be in 
flawless working order, since practicing physicians are 
used to more comfort than is the case with undergraduate 
or graduate students. The facilities used should be well 
ventilated and lighted, devoid of obstructions to sight and 
hearing, comfortable, and not overcrowded. It may be 
useful to intersperse the sessions with breaks for refresh- 
ment and relaxation. 

Many postgraduate program directors are concerned 
over the need for better methods of evaluating the re- 
sults of their programs. Examinations are not generally 
used in postgraduate courses, since usually no grading 
system is used. A well-designed set of tests administered 
to students before and after a course and at suitable inter- 
vals thereafter might be of considerable assistance to 
the physician in judging his own state of learning and to 
the directors of programs in determining the effectiveness 
of their courses. Other possible methods of evaluating 
postgraduate programs include the impressions of the 
instructor, the return of the students to later courses, the 
nature of consultations arising in the community in which 
a course is given, and individual observation of the phy- 
sician in his office practice before and after postgraduate 
training. 

POSTGRADUATE TEACHERS 

No discussion of the methods of postgraduate educa- 
tion would be complete without considering the teachers. 
They vary from the colorful, dynamic speaker at a large 
lecture program to the quiet, unobtrusive “brain-picker” 
conducting a small seminar. Only half of the long post- 
graduate courses offered 15 years ago used medical- 
school faculty members for instructors. Since then the 
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proportion of courses using medical-school faculty mem- 
bers has gradually increased, and only during the height 
(1947-1948) of the postwar demand for postgraduate 
instruction did the use of the nonfaculty instructors ex- 
ceed that of the medical-school faculty group. The vast 
majority of all postgraduate hours are now offered by 
undergraduate, graduate, and postgraduate medical 
schools, which usually use their own faculties for instruc- 
tion. Including schools of public health, the faculty re- 
sources of all of these institutions total approximately 
31,133 persons, the equivalent of a full-time faculty of 
somewhat under 7,000.'* 

In the undergraduate medical schools for which ac- 
curate data were available it was found that more post- 
graduate teaching responsibilities were delegated to full- 
time faculty members than to the part-time group (fig. 2). 
It is significant to note that the full-time instructors, who 
made up only one-fifth of the total faculty resources, were 
responsible for almost three-fifths of the instruction in 
the medical schools’ postgraduate courses, in addition to 
their participation in other outside courses. To allay fear 
on the part of part-time faculty members that the full-time 
group will draw away some of their referred practice by 
their contact with physician-students, some schools use 
local part-time faculty men exclusively. In certain cases 
medical schools delegate the bulk of their postgraduate 
teaching to the staff of an affiliated hospital, who manage 
the program themselves. Some large hospitals and clinics 
with outstanding men on their staffs have established ex- 
tensive postgraduate programs. Specialty societies and 
other groups often build a particular postgraduate course 
around the members of a single department in a medical 
school. Other groups carefully avoid drawing all of their 
instruction from one institution, preferring that all nearby 
medical schools be represented. The former plan has the 
advantage of the team rapport already existing among 
the members of a single department, whereas the latter 
has the value of bringing different points of view into the 
same program. One organization employs a full-time 
itinerant instructor who does extramural extension teach- 
ing exclusively in one field of medicine on a two year 
contract. 

In 1910 Flexner wrote of postgraduate institutions as 
follows: “A cynical candor admits in one place that ‘it 
pays the teachers through referred cases;’ in another, ‘it 
establishes the reputation of a man to teach in a post- 
graduate school; in a third, ‘it pays through advertising 
teachers.’ '* Today the same statements could be made 
of some undergraduate medical school faculties as well 
as the proprietary postgraduate institutions of which 
Flexner wrote. Such abuses of postgraduate teaching as- 
signments may detract much from the quality and dignity 
of postgraduate medical education and have indeed 
caused the failure of some programs. Postgraduate in- 
structors need not be the outstanding authority on the 
subject nor the orginal contributor of a major advance 
in medicine. Some institutions have come to avoid the 
“big names” in medicine because they believe that they 
are not likely to prepare adequately or that they may pre- 
sent worn-out material that they have used for year after 
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year. Few, however, deny the drawing power of such 
men, who are often used to bring in a large attendance 
for courses in which less famous teachers take over and 
do most of the effective teaching. 

Actual experience in the practice of medicine is im- 
portant for the effective postgraduate clinical teacher. It 
is the unusual person who can transmit practical day-to- 
day clinical facts or principles to a group of practicing 
physicians if his only experience has been in a medical 
school or hospital. Some full-time academic individuals 
are criticized for their attitude of condescension toward 
physicians not as well versed as they are in their special 
fields. Purposeful understanding by faculties of the prob- 
lems of individual practice can aid in bringing more of 
the knowledge of the “ivory towers” into daily use in the 
care of patients. 

The effective postgraduate instructor must have the 
ability to translate his own deep understanding of an in- 
volved subject into terms of the over-all needs of the 
practicing physician. This usually requires integrating 
basic science considerations with “practical” clinical ma- 
terial. He should have the ability to judge his students so 
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GRADUATE TIME AT TYPE TIME FACULTY IN ALL 
17 MEDICAL SCHOOLS U.S. MEDICAL SCHOOLS 


Fig. 2.—Percentages of full-time and part-time instructors in 1952-1953 
in United States medical Schools, generally, and percentage of post- 
graduate instruction given by full-time and part-time instructors. 


as to neither talk down to them or over their heads. Many 
medical educators believe that postgraduate teaching re- 
quires much more skill than undergraduate teaching, 
since, as one put it, “the postgraduate physician picks the 
teacher, while the medical student picks the institution.” 
If postgraduate medical education is to progress, the same 
care in choosing instructors is required as in the selection 
of undergraduate medical faculties. 

Utilizing Faculty Time.—The amount of medical- 
school faculty time devoted to postgraduate teaching has 
been a matter of considerable concern to many medical 
educators. Unfortunately, few schools have kept records 
adequate to determine the amount of time their faculties 
spend in these activities. Besides the instructional hours, 
considerable time is used in preparation and in traveling 
to and from the meeting places of courses given outside 
the medical school. In the 12 medical schools for which 
complete data were available it was found that about 
three hours of faculty time were used in preparation and 





12. Diehl, H. S.; West, M. D., and Barclay, R. W.: Medical School 
Faculties in National Emergency, in Medical Education Today: Its Aims, 
Problems and Trends, edited by D. I. Smiley, Chicago, Association of 
American Medical Colleges, 1953, p. 27. 

13. Flexner, A.: Medical Education: A Comparative Study, New York, 
the Macmillan Company, 1925, p. 176. 
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travel for every hour of instruction given. Applying this 
measure it is possible to estimate that in the year 1952- 
1953 a total of about 180,000 medical-school faculty 
hours were used in the programs given by all medical 
schools in the United States within their own state bound- 
aries. This represents the equivalent of about 90 full- 
time medical teachers, using 2,000 hours per year as the 
definition of full time. It should be emphasized that these 
figures do not include the time that these faculty members 
devote to postgraduate activities outside their own state. 
Among 17 medical schools for which complete data were 
available it was found that less than half (45.5% ) of the 
postgraduate instructional hours offered by their own 
faculty members were within the school. The remainder 
were accounted for by instruction given outside of the 
school but within the same state (41.8% ) or outside of 
the state (12.7% ). It is apparent, therefore, that over 
half of the instructional hours given by these schools re- 
quired at least some travel time. 


The increasing rate at which medical school faculties 
are being drawn upon for appearances at medical so- 
ciety meetings and postgraduate courses has given some 
medical educators much concern over the possible dilu- 
tion of the undergraduate teaching program. The de- 
mands of postgraduate education have been increasing 
at a rate far exceeding the increase in the number of med- 
ical-school instructors.'* A basic solution to this problem 
would be to increase the size of medical faculties in pro- 
portion to the total undergraduate, graduate, and post- 
graduate educational programs engaged in rather than 
adding postgraduate teaching as an additional chore on 
teachers with full undergraduate teaching loads. Faculty 
members can be drawn from a number of sources. Some 
institutions have found that senior residents can prove 
a helpful addition to the postgraduate program, the resi- 
dent himself benefiting from what he learns through teach- 
ing others.*> Residents could be especially useful for the 
discussion leaders in small seminar teaching sessions. 
Some small hospitals in outlying areas have outstanding 
staff members with a real interest in and aptitude for 
teaching. At least one institution has recruited a large 
“faculty” from this source. Other potential part-time 
teachers can be found in many large hospitals and in re- 
search, public health, and other medical institutions. Al- 
though practically all postgraduate instruction today is 
being given by specialists, it may prove useful in the 
future for medical schools to recruit a small corps of able 
general practitioners who would live in the medical school 
environment and take part in the undergraduate teaching 
program but who would devote a large share of their time 
to interpreting through postgraduate courses the new de- 
velopments of academic medicine to other general prac- 
titioners. 





14. Deitrick and Berson,” p. 310. 

15. Proger, S.: The Integration of Teaching and Community Hospitals, 
in Trends in Medical Education, edited by M. Ashford, New York, the 
Commonwealth Fund, 1949, p. 255. 

16. Buerki,™ p. 196. 

17. World Medical Association, Postgraduate Medical Education and 
Specialist Training, Report 1, London, England, Vacher & Sons, Ltd., 
1950. 
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It is difficult to estimate the number of faculty mem- 
bers needed to meet the total postgraduate needs of the 
country. In 1940 Buerki estimated that the equivalent of 
200 to 300 full time teachers could offer every practicing 
physician in the United States a satisfactory amount of 
postgraduate education if the education were taken to the 
physician in his own area, and even less if the physician 
came to medical centers to receive it.** On the basis of 
an assumed need of approximately one week (50 hours) 
of postgraduate work per year for each practicing physi- 
cian in the United States,’ there would be a need for the 
equivalent of about 510 full-time clinical teachers, as- 
suming a teacher-student ratio of 1:25, two hours of 
preparation and travel for each hour of instruction, and 
an average of 2,000 hours per year as representing full- 
time work. Since the postgraduate schools and other or- 
ganizations can be expected to carry a part of the burden, 
the addition of but one instructor to each of the five major 
clinical departments in each medical school would be suf- 
ficient to absorb this entire teaching load. It is obvious 
that these calculations are based on an imperfect teacher- 
student ratio and on a minimum amount of needed post- 
graduate medical education. 

This raises the question of the relative desirability of 
dividing the postgraduate teaching load among the entire 
clinical faculties of medical schools or of developing 
special postgraduate faculties. Austria, Greece, and Hol- 
land have full-time postgraduate faculties in their medical 
schools, i. e., a nucleus of full-time and a number of 
other part-time instructors.‘*? Although some American 
medical schools have experimented with separate post- 
graduate teaching faculties, none now have such a plan, 
except insofar as graduate or postgraduate medical 
schools associated with parent universities may be looked 
upon as such. Some believe that postgraduate teaching 
cannot be carried on effectively by persons whose atten- 
tion is chiefly given to teaching undergraduates in med- 
icine, as this requires a constant shift in attitudes and 
teaching techniques. The more prevalent view, however, 
is to distribute postgraduate teaching duties among the 
majority of the faculty of each medical school, with a 
definite portion of the time of each faculty member allo- 
cated to postgraduate teaching. One medical school has 
solved its faculty time problem by appointing five addi- 
tional instructors and then distributing all of the post- 
graduate teaching program throughout the entire clinical 
faculty, each member being required to devote 10% of 
his time to postgraduate teaching. An alternative method 
might be to assign each instructor exclusive postgraduate 
duties for one year in every 10 or some intermediate 
period. It is interesting to note that 10% of the time of 
the present 7,000 equivalent full-time medical-school in- 
structors would slightly more than cover the total needs 
suggested earlier in this article. 


Another solution to the problem of impending dilu- 
tion of undergraduate teaching by the encroachments of 
postgraduate medical education is the elimination of 
faculty time now wasted by duplication of effort. This 
could be accomplished by careful study of postgraduate 
educational needs and resources, long-term planning of 
programs, and coordination of all postgraduate efforts 
within each region. | 
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COMMENT 


Postgraduate medical education has many unique 
problems that dictate a need for unusual methods, tech- 
niques, and teachers. The small group-discussion or 
seminar, though employed only occasionally in post- 
graduate medical education, was ranked highest by phy- 
sicians as a postgraduate learning method. Individual 
supervised clinical casework, lectures, and panels, and 
demonstrations were considered next most effective. The 
present disproportionate prevalence of didactic methods 
in postgraduate education points to the need for a re- 
versal of present policy to increase the use of participative 
methods. Nevertheless, didactic methods have a larger 
place in postgraduate education than in undergraduate 
medical education, since the physician-student has foun- 
dations upon which to anchor the knowledge he receives. 
If didactic methods are to continue to play such an im- 
portant part in postgraduate medical education, a more 
thorough investigation of indirect methods using the mass 
communication mediums is warranted, since these could 
result in more economical use of faculty as well as student 
time. Of these mediums, television shows the greatest 
promise. 

It is apparent that no one method or plan is likely to be 
the sole answer to postgraduate medical education. Peda- 
gogic ideals often come into conflict with practical con- 
siderations. The solution lies in a realistic adjustment of 
the educational objectives to the limitations of the situa- 
tion, but with full recognition of the fact that the com- 
promises required may result in less than optimal learning 
potentials. Postgraduate education can also serve as a 
proving ground for new medical educational methods and 
techniques if careful evaluation procedures are employed. 

The teachers in postgraduate medical education are 
largely drawn from the ranks of undergraduate, graduate, 
and postgraduate medical schools. In order to do effec- 
tive postgraduate teaching they must spend considerable 
time in preparation for each session and even more in 
travel. One of the major needs of postgraduate medical 
education is to enlarge the teaching force, drawing on 
such sources as the staffs of large hospitals, research cen- 
ters, physicians in smaller towns, and residents. It is 
equally important that definite proportions of medical- 
school faculty time be assigned to postgraduate teaching, 
with the full recognition that this is one of the instructors’ 
primary duties, not a secondary chore. Faculty time could 
be much more efficiently used by the development of a 
well-organized and coordinated system of all postgradu- 
ate activities within each region. 





Intrathoracic Surgery.—In recent years intrathoracic surgery has 
become so safe that excision of a pulmonary lesion is usually 
the indicated treatment when surgical therapy is contemplated. 
Resection has reached this preferential position as a result of 
improved technical methods, the wide spectrum of protection 
afforded by antibiotics, the improvement in anesthesia that 
permits the pleural cavity to be open for long periods without 
hazard, the development of procedures to determine ventilatory 
function and finally the better understanding of pre- and post- 
operative management. These have provided the foundation on 
which thoracic surgery rapidly grew to maturity, one of the most 
spectacular records in the annals of surgical history —Cranston 
W. Holman, M.D., Principles of Pulmonary Resection, The 
American Journal of Surgery, January, 1955. 
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This is the fourth report on cigarettes, cigarette smoke, and 
filters by the Chemical Laboratory of the American Medical 
Association. The first report, concerning filter-tip cigarettes, 
appeared in THE JouRNAL, July 4, 1953, page 917. The second 
report, concerning cigarettes claiming to contain tobacco of low 
nicotine content, appeared in THE JOURNAL, July 11, 1953, page 
1035. The third report, on cigarette holders, appeared in THe 
Journal, Feb. 20, 1954, page 678. The laboratory work reported 
in this series was done by Mr. Robert R. Stark of the Chemical 
Laboratory. 

WALTER WoLMAN, Ph.D., Director. 


A STUDY OF CIGARETTES, CIGARETTE 
SMOKE, AND FILTERS 


4. Regular Cigarettes, King-Size Cigarettes, and Additional 

Filter-Tip Cigarettes 

The Chemical Laboratory of the American Medical Associ- 
ation has examined a number of the largest selling brands among 
the regular and king-size cigarettes as well as a number of brands 
of filter-tip cigarettes that have appeared on the market since 
the Laboratory’s original report} on filter-tip cigarettes. Reports 
on the effects of cigarette smoke on the health of habitual 
smokers have prompted the introduction of many new brands 
of filter-tip cigarettes during the past several months. 

The methods of analysis and experimental conditions for 
smoking have been described in a previous report.’ Briefly, 
47 mm. of both the “standard” and “king-size” cigarette were 
smoked (67% of a standard 70 mm. cigarette and about 55% 
of a king-size cigarette) using 35 ml. puffs of two seconds’ 
duration taken once a minute. In addition, king-size cigarettes 
were smoked 62 mm. to a 23 mm. butt (the same length butt as 
a 70 mm. cigarette smoked 47 mm.). 

The results of the experiments are given in tables 1 and 2. 
Table 1 lists the type of cigarettes iested, the type of filter used, 
if any, the physical characteristics of the cigarettes and filters, 
and the percentage of moisture and nicotine found in the 
tobacco. Letters assigned to brands reported in previous papers 
have been retained as the first letter for the same brands in this 
report. The addition of the letters k and f to the letter sym- 
bolizing the brand name designates king-size and filter-tip re- 
spectively. Table 2 gives the results obtained from the smoking 
of the cigarettes. 

In table 2, column 2, the figures are obtained by multiplying 
the average number of puffs required to consume the designated 
length of cigarette smoked by the volume of each puff (35 ml.) 
and represent the average volume of smoke drawn into the 
absorption train. This mainstream smoke represents the smoke 
that would reach the smoker’s mouth. Column 4 of table 2 
shows the weight of nicotine in the smoke from intact cigarettes 
and column 3 gives the weight of nicotine in the smoke obtained 
from the cigarettes in which the filter-tip was removed. The 
percentage reduction in nicotine in the mainstream smoke 
effected by the filter is listed in column 5 and is based on the 
difference between columns 3 and 4. In column 9 of table 2, 
the weights of the tars appearing in the mainstream smoke per 
cigarette are given for the intact cigarettes and column 8 gives 
the weights of tars in the smoke obtained from the cigarettes 
in which the filter-tip was removed. Column 10 lisis the per- 
centage reduction in tars effected by the filter, based on the 
difference between columns 8 and 9. 

The figures for nicotine and tars in the mainstream smoke 
listed in columns 3 and 8 were obtained from the short cigarettes 
resulting from the removal of the filters, and are higher than 
would be obtained from intact all-tobacco cigarettes of regular 
or king-size length, since tobacco itself is a rather good filter. 
If the filters of the filter-tip cigarettes were to be replaced by 
an equal length of tobacco, this tobacco would filter out a certain 
amount of the nicotine and tars passing through it. This filtering 


1. A Study of Cigarettes, Cigarette Smoke, and Filters: 1. Filter-Tip 
Cigarettes, a report of the Chemical Laboratory, J. A. M. A. 152: 917- 
920 (July 4) 1953. 
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effect of tobacco is illustrated in table 2 by the king-size cigarettes to the mainstream smoke without the filters and with the intact 
from which 15 mm. of tobacco was cut and the resulting 70 mm. cigarette respectively. Under comparable conditions, the pro- 
cigarettes were smoked 47 mm. The amount of nicotine and tars portion of nicotine transferred from the tobacco of the smoked 
appearing in the smoke was considerably greater than the amount portion of the cigarette to the mainstream smoke is rather 
obtained from the intact 85 mm. king-size cigarettes smoked constant. 
47 mm. A factor contributing to differences in the smoking of the 
If a king-size cigarette is smoked 62 mm. instead of 47 mm. filter-tip cigarettes was the variation in the filters of the in- 
(to the same 23 mm. butt length as a regular 70 mm. cigarette dividual cigarettes. There were differences in porosity of the 
smoked 47 mm.), 31.9% more tobacco is consumed; however, filters, but the greatest variation was in the length of the separate 
the nicotine and tars found in the mainstream smoke are higher filters. The filters of brand M cigarettes ranged from 10.4 to 


TABLE 1.—Moisture, Nicotine Content, and Physical Characteristics of Cigarettes 





Column 1 2 3 4 5 6 7 8 9 
Average Nicotine in 
Average Average Total Average Cireum- Moisture Tobacco 
Weight of Weight of Lengthof Lengthof ference of in (Moisture- 


Date Sample Cigarette, Filter-Tip, Cigarette, Filter-Tip, Cigarette, Tobacco, Free Basis), 
f 


Brand Type of Filter Obtained Gm. Gm. Mm. Mm. Mm. % % 
H Ceccccccce PPITTTITITTITTiTT TTT rrr TTT Tee Feb., 1954 1.038 eéeve 70.0 ee 26.4 11.95 2.51 
0 Hb caedteunsuretiaaeieusesneeeespeeedes Aug., 1953 1.096 Ccece 69.9 ewes 26.5 11.52 2.08 
6° ‘tebadeied las tikes ebabiaadetes docked Feb., 1954 1.088 cose 70.0 ee 26.1 11.22 1.93 
SF i parccduceerusdvuwssweveseeesearienaecese Aug., 1954 1.053 éseee 70.0 eeee 26.2 10.63 2.60 
7. ~Shwatavnawesiscioadices sbaunancaterwads May, 1954 1.072 ecece 69.8 eevee 26.2 10.54 2.11 
Be “Wikies bis eiiatdaviatsniaddeesinsdatnaee June, 1954 1.235 Per’ 84.8 shud 25.7 11.89 2.29 
Tt, |. \deneiaeaigaineicnia cinta tahiehabibniaabie debe wuandiammeret Sept., 1954 1.297 pubs 84.8 hitne 26.0 11.57 1.86 
Mf Cellulose acetate fibers...........ee00. April, 1954 1.102 0.178 69.9 13.1 26.1 11.10 1.78 
Afk Cellulose acetate fibers............-e0 Jan., 1954 1.588 0.181 85.0 13.0 25.3 10.89 2.00 
Nfk Cellulose acetate fibers................ July, 1954 1.265 0.156 85.0 15.0 25.8 11.78 2.12 
Bfk Asbestos laminated with paper...... Oct., 1954 1.192 0.136 85.0 11.5 25.8 10.41 2.53 
Ofk Activated charcoal with paper....... Nov., 1954 1.274 0.141 85.0 13.2 25.9 11.63 2.36 





TABLE 2.—Analysis of Smoke from Cigarettes 











Column 1 2 3 4 5 6 7 8 9 10 
Nicotine in Tobacco 
Weight of Actually Smoked Weight of 
Weight of Average Nicotine Found in That Is Transferred Tars Found in 
Tobacco Volume Mainstream Smoke Redue- to Mainstream Mainstream Smoke Redue- 
Actually of Main- per Cigarette, Mg. tion of Smoke, % per Cigarette, Mg. tion of 
Smoked stream -— ~ —~ Nicotine ——4~—~~ ————.—X~ Tars in 
(Dry Smoke per With in Main- With With Main- 
Weight), Cigarette, Filter-Tip stream Filter-Tip Filter-Tip stream 
Brand Gm. Ml. Removed Intact Smoke,% Removed Intact Removed Intact Smoke, % 
H 47 mm. smoked....... see 0.588 350 ai 3.31 - ‘he 22 sues 18.0 
D 47 mm. smoked.......... 0.631 375 obec 2.65 o~ se 20 — 18.2 
I 47 mm. smoked.......... 0.622 368 eae 2.34 ee és 20 ~—e 16.6 
J 47 mm. smoked.......... 0.605 371 eons 3.13 oe os 20 oie 16.0 
K 47 mm. smoked.......... 0.621 345 pies 2.77 $6 = 21 cmap 17.2 
Ek 47 mm. smoked.......... 0.577 336 +m 2.55 os oe 19 te 14.4 rm 
62 mm. smoked.......... 0.762 452 cons 3.54 en - 20 one 21.0 < 
Cigarette cut to 70 mm. 
47 mm. smoked.......... 0.577 333 wae 2.91 én - 22 nei 15.6 ais 
Ik 47 mm. smoked.......... 0.609 357 im 1.98 on ot 17 ee 13.6 ex 
62 mm. smoked.......... 0.804 457 os 2.90 ee ia 19 shee 18.4 oa 
Cigarette cut .o 70 mm, 
47 mm. smoked.......... 0.609 350 ins 2.39 ios - 21 hade 15.4 ea 
Mf 47 mm. smoked.......... 0.633 356 2.43 1.60 34 22 14 16.9 11.3 33 
Afk 47 mm. smoked.......... 0.654 372 2.44 1.87 23 19 14 14.1 11.3 20 
62 mm. smoked.......... 0.863 481 sia 2.85 = ss 17 wade 15.4 adi 
Nfk 47 mm. smoked.......... 0.614 400 2.70 2.32 14 21 18 14.9 12.1 19 
62 mm. smoked.......... 0.810 521 ance 3.20 ee oe 19 rere 17.1 ae 
Cigarette cut to 70 mm. 
47 mm. smoked.......... 0.614 394 ehai 2.57 on - 20 oune 12.7 oe 
Bik 47 mm. smoked.......... 0.565 345 3.13 1.88 40 22 13 15.3 9.0 41 
ee ae eee 0.745 441 cae 2.96 se +e 16 nase 13.4 we 
Cigarette cut to 70 mm, 
47 mm. smoked.......... 0.565 348 eens 2.12 e és 15 han 10.3 - 
Ofk 47 mm. smoked.......... 0.611 371 2.55 1.76 31 18 12 14.7 10.1 31 
62 mm. smoked.......... 0.807 454 gees 2.61 “ os 14 “ade 14.0 es 
Cigarette cut to 70 mm, 
47 mm. smoked.......... 0.611 375 ese 2.02 ne os 14 way 12.1 
than can be accounted for by the extra weight of tobacco 17.1 mm. long, with an average of 13.1 mm.; brand A filters 
smoked. As the cigarette is puffed and the smoke travels through ranged from 10.7 to 16.0 mm. long, with an average of 13.0 mm.; 
the cigarette, the tobacco filters out a portion of the nicotine brand N filters ranged from 12.3 to 17.8 mm. long, with an 
and tars. At each succeeding puff, therefore, the remaining to- average of 15.0 mm.; brand B filters ranged from 8.8 to 14.5 mm. 
bacco becomes richer in nicotine and tarry material. As this long, with an average of 11.5 mm.; and brand O filters ranged 
enriched tobacco is burned during subsequent puffs a portion from 9.5 to 17.0 mm., with an average of 13.2 mm. These 
of the deposited nicotine and tars is transferred to the main- differences are of little significance when the efficiency of the 
stream smoke. It is plain that one cannot have the added pro- filter is about the same as the tobacco it replaces, but as the 
tection of the extra length of tobacco and at the same time efficiency of the filter increases beyond this point, the variations 
have a 21% longer smoke as some ads for king-size cigarettes become increasingly evident. Chemical examination showed 
have claimed. that the brand M filter was not a-cellulose as claimed by the 
Columns 6 and 7, table 2, show the percentage of the total carton insert. Additional tests indicated that it was cellulose 


nicotine in the smoked portion of the tobacco that is transferred acetate. 
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At the present state of filter-tip development, filtering effi- 
ciencies in the range of those found in brands A, B, M, and O, 
seem to be the optimum for a commercially successful product, 
striking a sort of balance between effectiveness and a smoke too 
thinned to please many habitual smokers. The early history of 
the brand B filter seems to indicate this. These early brand B 
filters removed about 60% of the nicotine and tars from the 
mainstream smoke, but smokers apparently found it too difficult 
to draw through the tight filters and the smoke too thin to be 
satisfying. Consequently, the brand B filters were modified to 
their present state of effectiveness. 


From the series entitled “A Study of Cigarettes, Cigarette 
Smoke, and Filters,” data of greatest pertinence to the physician 
have been gathered together in the following résumé and are 
presented in graph form for ease of reference. 


NICOTINE AND TARS IN MAINSTREAM SMOKE 


The recent rise in the popularity of king-size and filter-tip 
cigarettes may be caused partly by the feeling that these types 
of cigarettes are giving a measure of health protection to the 
smoker. This feeling has been encouraged by advertisers who 
have dwelt on the real or fancied importance of such features 


ntefe 








Nicotine, Mg. 


Fig. 1.—Nicotine in mainstream smoke of cigarettes. Gray bars repre- 
sent cigarettes smoked 47 mm. Cross hatched bars represent king-size 
cigarettes smoked 62 mm. 








Nicotine, Mg. 


Fig. 3.—Nicotine in smoke drawn through cigarette holders. 


as the efficiency of the filter, the type of filter material, and the 
length of the cigarette. Seldom has the advertiser given the 
information that is of prime importance to the smoker, namely, 
the amounts of smoke constituents that reach the smoker's 
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mouth. The importance of this information lies in the fact that 
the amounts of these constituents that reach a smoker’s mouth 
are proportional to the amounts assimilated by the smoker. The 
determinations of the amounts assimilated cannot easily be 
made because of the biological variations among individuals and 
the differences in their smoking habits. 


The amounts of nicotine and tars that reach a smoker’s mouth 
can be approximated in the laboratory by the use of a smoking 
machine that simulates human smoking under carefully con- 
trolled conditions. The nicotine and tars in the mainstream 
smoke (the smoke that reaches the smoker’s mouth) have been 
determined by this laboratory! for the best-selling cigarettes 
and brands for which special claims have been made. For ease 
of comparison and reference these data accumulated in the 
previous studies are brought together in figures 1, 2, 3, and 4. 

Figures 1 and 2 show the amounts of nicotine and tars, re- 
spectively, that were found in the mainstream smoke of the 
cigarettes tested. Using standard cigarettes, brand D, figures 
3 and 4 show the average nicotine and tar contents in the 
mainstream smoke based on the first five cigarettes smoked 
through various cigarette holders. The capital letters used to 
identify the brand names of the cigarettes correspond to the 
letters used in the earlier papers. 
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Tars, Mg. 


Fig. 2.—Tars in mainstream smoke of cigarettes. Gray bars represent 
cigarettes smoked 47 mm. Cross hatched bars represent king-size cigar- 
ettes smoked 62 mm. 

















Tars, Mg. 


Fig. 4.—Tars in smoke drawn through cigarette holders. 





1. A Study of Cigarettes, Cigarette Smoke, and Filters: 1. Filter-Tip 
Cigarettes, a report of the Chemical Laboratory, J. A. M. A. 152: 917- 
920 (July 4) 1953. 2. Special Low-Nicotine Cigarettes, ibid. 152: 1035- 
1036 (July 11) 1953. 3. Cigarette Holders, ibid. 154: 678 (Feb. 20) 1954, 
4. Regular Cigarettes, King-Size Cigarettes, and Additional Filter-Tip 
Cigarettes, ibid. 157: 1309 (April 9) 1955. 
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ULCERATIVE COLITIS 


Ulcerative colitis is a disease with a variable course. 
Although there are several theories regarding the cause, 
this remains unknown, and as yet there is no specific 
treatment. Nevertheless, much can be done for many of 
the patients suffering from this disease. The theory that 
ulcerative colitis is a bacterial infection has lost most of 
its supporters, and one of the chief observations dis- 
crediting this theory is the fact that the disease rarely at- 
tacks more than one member of a household and no 
epidemic has ever been reported. Because in the acute 
phase the fecal lysozyme titer increases and in the remis- 
sions it returns to normal, the possibility that lysozyme 
might play a role in the pathogenesis of the disease was 
considered, but it is now generally agreed that it reflects 
the activity of the disease but is not a causative factor.” 


Grace,* observing the colonic mucosa in patients with 
prolapse of the colon through a colostomy stoma, found 
that such emotions as anger and resentment cause hyper- 
activity, engorgement, secretion of tenacious mucus, in- 
creased lysozyme titer of the secretion, and minute sub- 
mucosal hemorrhages. Reasoning that these hemor- 
rhages may lead to necrosis and to ulceration, many 
think that emotional upsets are at least a contribut- 
ing factor in the pathogenesis of the disease. Unfor- 
tunately no observations have been made on a con- 
trolled series, and, whatever role the emotions play, most 
observers believe that other factors must be present in 
order to produce the disease. Rowe and Rowe * base the 
theory that allergy plays an important role on the facts 
that (1) other forms of gastrointestinal allergy are com- 
mon, (2) localization in the colon occurs in atopic 
dermatitis, (3) remissions and exacerbations occur in 
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other clinical forms of allergy, and (4) erythema, granu- 
lation, and serous discharge of the colon also occur in 
atopic dermatitis. The fact that their results with antial- 
lergic treatment, with or without adjunctive treatment, 
were better than those obtained without antiallergic 
treatment lends further support to their theory. This pos- 
sibility can certainly not be dismissed lightly. The theory 
that ulcerative colitis results from a deficiency of a hypo- 
thetical antiproteolytic substance has led to the thera- 
peutic use of an extract of hog stomach or intestine, but 
the results of this treatment have been disappointing. 

The treatment of this disease is primarily medical and 
should include such general measures as a bland low resi- 
due diet, the avoidance of emotional upsets, rest and 
restful types of recreation, blood transfusion if indicated, 
and maintenance of fluid and electrolyte balance. Anti- 
biotics should be given only for bacterial complications, 
as they may further irritate the colon.’ Cortisone and 
corticotropin have been widely used. Initial results may 
be dramatic, but withdrawal of the hormone usually re- 
sults in a prompt exacerbation. Hormones should be used 
with caution.* Although when given in sufficient quantity 
they may be a useful adjunct to treatment and even life- 
saving in acute severe cases of recent origin, they will 
neither cure nor alter the natural course of the disease. A 
laborious treatment called medical ileostomy, which con- 
sists of introducing a suction tube through the nose into 
the terminal ileum, has been used but is not always well 
tolerated. Except in patients with tenesmus, persistent 
diarrhea, and threatened perforation, this treatment is no 
more effective that efforts to maintain an optimal nutri- 
tional level without the use of intubation. On the basis of 
studies of colonic motility, Code and associates ’ con- 
cluded that antispasmodics, cholinergic blocking agents, 
or any drugs that stop or decrease colonic motility are 
contraindicated. What these patients need is rather an 
increase in normal types of motility and better coordina- 
tion of the normal types of contractions. 

Psychotherapy in the form of a factual explanation of 
the disease to the patient and assurance that there is a 
good chance of arresting rather than curing the disease is 
important. The discovery and removal of disturbing emo- 
tional factors is also of value, but very little can be ex- 
pected from psychoanalysis in these patients.’ Zetzel ** 
says that all forms of treatment are apt to fail because the 
personality structure of the patient remains unchanged. 
The patients are very resistive to the idea that their symp- 
toms in part at least result from emotional causes, and 
indeed the proof for such a supposition is still presump- 
tive. 

Local treatment with instillation or irrigation is con- 
traindicated because it further irritates the colon.* Al- 
though medical management is preferred for 65 to 90% 
of the patients, surgical removal of the colon is required 
in the remaining 10 to 35%. Most surgical procedures 
combine ileostomy and colectomy in one or two stages. 
Operation is mandatory in patients with perforation or 
obstruction or carcinoma of the colon and may be advisa- 
ble in those with massive hemorrhage, perirectal ab- 
scesses with stricture, multiple fistulas, and anal incon- 
tinence. The newer type of ileostomy bag makes life much 
more tolerable for the patient than did the older types. 
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Although the cause of ulcerative colitis remains un- 
known, it is probable that a combination of factors is at 
work in most patients. The fact that controls are lacking 
in almost all reports of therapeutic results is especially un- 
fortunate in view of the spontaneous remissions that char- 
acterize the natural course of the disease. As O’Leary * so 
wisely puts it, the longer any widely heralded treatment is 
observed the less cause for enthusiasm regarding it can 
be found. 


A HOLE IN THE PENSION UMBRELLA 


The Social Security Act of 1935 and its many amend- 
ments do not fit the economic pattern of the life of the 
self-employed citizen, but its enactment did mark a 
significant change in government policy. In 1942 this 
policy was further enunciated and greatly strengthened 
by provision for a system whereby pension plans of 
employers if approved by the Bureau of Internal Revenue 
would permit the employer’s contributions to the pension 
fund to be considered as business expense. Such contribu- 
tions then would not be considered currently taxable 
income for the employee. More than 26,000 such pen- 
sion plans have now been approved by the Bureau of 
Internal Revenue, and more than 20 million employed 
taxpayers are covered. The provisions of the 1942 Rev- 
enue Act, the amendments thereto, and the Revenue Act 
of 1954 made no provision for the self-employed. Since 
such persons work for themselves, the required employer- 
employee relationship is missing, and they cannot post- 
pone taxes on contributions to retirement plans until they 
actually retire. This is a gaping hole in the pension um- 
brella that has been raised over an aging population by 
the federal government during the past two decades. 

Elsewhere in this issue (page 1339) the present status 
of the Jenkins-Keogh bills and other similar bills de- 
signed to bring the self-employed under this umbrella 
is discussed. The American Medical Association has 
joined with the American Bar Association and a score 
of other national organizations in drawing attention to 
the need for filling the gap in pension legislation. These 
joint efforts are also designed to help millions of self- 
employed taxpayers who are not professional persons, 
as the latter comprise only about a half million of the 11 
million self-employed. In discussing the pension plight 
of the self-employed with congressmen and senators, 
it would be well for members of the medical profession 
and other professions interested in these bills to let each 
self-employed merchant, farmer, independent salesman, 
and gasoline station operator know that this is also his 
battle. 

Under present revenue laws the employers of more 
than 30 million pensionless persons could give them tax 
deferment benefits by establishing pension or profit- 
sharing retirement plans, but they have not yet done so. 
Although the rapid increase in the number of approved 
plans may ultimately fill this need, the Jenkins-Keogh 
bills would grant these pensionless employed persons the 
same options as the self-employed. The opportunity for 
a pensionless employed person to invoke the provisions 
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of this proposed legislation should stimulate the growth 
of employer-sponsored plans. The pensionless employed 
have no spokesman; they are an unorganized group. 

These bills appeal to those who believe in the doctrine 
of individual responsibility, a cornerstone in the practice 
of every profession. Advocates of totalitarianism for 
many years have wanted all workers to be employed by 
a few large firms because they believe it would then be 
easier for them to destroy the system of free enterprise 
and develop a completely socialistic commonwealth. The 
most ardent advocates of a free society agree that the 
man who works for himself is certainly a cantankerous 
obstacle in the path of those who would develop a 
totalitarian society. If self-employment continues to be- 
come less and less attractive in an era of fringe benefits, 
small labor and small business will surely be swallowed 
up by large labor and large business. Patching the hole 
in the pension umbrella will make self-employment more 
attractive. 


PREVENTION OF RHEUMATIC FEVER 


Rheumatic fever is in most instances preventable. In 
1953 the Committee on the Prevention of Rheumatic 
Fever of the American Heart Association published a 
valuable outline report setting forth the recommended 
preventive measures in detail. Now, after two years, 
they have brought this report up-to-date.* In addition to 
minor changes in wording, the new report stresses the 
fact that in treating streptococcic infections effective 
blood levels of penicillin must be maintained for 10 days 
regardless of the patient’s clinical improvement in order 
to prevent rheumatic fever by eradicating streptococci 
from the throat. In addition to dosages for procaine peni- 
cillin with aluminum monostearate in oil they give those 
for benzathine penicillin G, which because of its pro- 
longed action is preferred. In order to prevent strepto- 
coccic infections in rheumatic persons continuous pro- 
phylactic treatment should be given to all those who 
have a well-established history of a previous attack of 
rheumatic fever or chorea or who show definite evidence 
of rheumatic heart disease. Such prophylactic treatment: 
should be started as soon as the diagnosis of rheumatic 
fever is made, or any time thereafter when the patient 
is first seen, and continued throughout life or until new 
knowledge makes such a course unnecessary. If sulfa- 
diazine is used as the prophylactic agent, toxic reactions 
or intercurrent infections should not be treated with sul- 
fonamides. . 

The report contains two entirely new sections, one on 
the protection of rheumatic fever patients in hospital 
wards and one on prophylaxis against bacterial endo- 
carditis. All those who found the first report a useful 
guide should study the revision, and those who missed 
the first report should not put off familiarizing them- 
selves with this important subject. 





1, Breese, B. B., and others: Prevention of Rheumatic Fever, J. A. 
M. A. 151: 141-143 (Jan. 10) 1953. 

2. Jones, T. D., and others: Prevention of Rheumatic Fever and Bac- 
terial Endocarditis Through Control of Streptococcal Infections, Circu- 
lation 11: 317-320 (Feb.) 1955. 
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ABSTRACT OF MINUTES OF MEETINGS 
OF BOARD OF TRUSTEES 

The Board of Trustees met on Feb. 4-5 in Chicago and on 
March 19-20 in Washington, D. C., and considered a variety 
of subjects. Those on which definite action was taken are listed 
below: 


JOINT COMMISSION ON MENTAL HEALTH AND ILLNESS 


On recommendation of the Council on Mental Health, the 
Board approved of the establishment, in cooperation with the 
American Psychiatric Association and other organizations, of a 
Joint Commission on Mental Health and IIIness with the follow- 
ing objectives: (1) to make a national survey of all aspects of 
the present status of the resources and methods of diagnosing, 
treating, and caring for the mentally ill and retarded, both 
within and outside of institutions, and for promoting mental 
health; (2) to formulate, on the basis of this survey, a feasible 
program for the fundamental improvement of methods and 
facilities for the diagnosis, treatment, and care of the mentally 
ill and retarded and for the promotion of mental health. 


DISSEMINATION OF INFORMATION ON NATIONAL LEGISLATION 

Following consideration of the resolution introduced into the 
House of Delegates by Dr. Raymond McKeown of Oregon, 
recommending the development of more effective mediums for 
informing members about national legislation and social and 
economic factors affecting medical practice, the Board voted 
that a letter be sent to the constituent state medical associations 
with a request for suggestions as to what methods, in addition 
to those already employed by the Association, might be used to 
disseminate information concerned with national legislation. 


GERIATRICS 
Action on the establishment of a Committee on Geriatrics, 
which was suggested by a resolution introduced at the Miami 
meeting, was deferred until after publication of the report of the 
Commission on Chronic Illness. 


COMMISSION ON MEDICAL CARE PLANS 

A report was made to the Board on the first meeting of the 
Commission on Medical Care Plans, established at the Miami 
meeting, and the Board approved of the following purposes as 
set forth by the Commission: “ . to inquire into (1) the 
nature and methods of operation of the various types of plans 
through which persons receive the services of physicians; (2) the 
effect of these plans on the quality and quantity of medical care 
provided, and (3) the legal and ethical status of the arrangements 
used by the various plans.” It is planned to prepare a directory 
of six types of medical care plans, as well as to review the policy 
statements of the Association and its constituent state and com- 
ponent county medical associations, decisions and opinions of 
the Judicial Council, federal and state statutes, and decisions 
that refer to the organization and manner of operation of such 
plans and their relation to the profession and the public. After 
the directory has been prepared, several samples of each type 
of plan shall be selected for detailed review. 


SEAL-ACCEPTANCE PROGRAMS 

The Board heard evidence from the scientific councils and 
committees of the Association that they can render a better 
service to the medical profession and the public by the sub- 
stitution of evaluation programs for the seal-acceptance pro- 
grams in effect for many years. The Board, therefore, voted, after 
careful deliberation, that the seal-acceptance programs of the 
scientific councils and committees be discontinued. At that time, 
the Board also voted that the use of advertising seals in the 
publications of the Association be discontinued. An editorial 
explaining in detail the action of the Board on this matter 
appeared in the Feb. 19 issue of THE JOURNAL. 


DETECTION OF LUNG CANCER 


At the request of the American Cancer Society, the Committee 
to Study the Relationships Between Medicine and Allied Health 
Agencies, of which Dr. Sidney Shipman is chairman, considered 
a proposal for a nationwide chest survey for the detection of 
lung cancer and made the following recommendations, which 
were approved by the Board. 1. The committee does not recom- 
mend or approve a nationwide chest survey for the detection of 
lung cancer at this time because of the relatively small number 
of curable cases discovered by this technique using present 
methods. 2. The committee urges that no expansion of existing 
lung cancer case finding survey programs (excepting approved 
pilot studies) be considered until an adequate scientific evalu- 
ation has been completed, in view of the enormous cost and 
diversion of specialized personnel required to conduct these 
programs. 3. The committee does recommend promotion of care- 
fully controlled pilot studies to be conducted over a sufficient 
length of time to warrant valid conclusions. It looks to the ad hoc 
committee of the American Cancer Society to make proper 
recommendations. 4. Meanwhile, in those instances where sur- 
veys are now in progress, the committee warns against false re- 
assurance of men over 45 whose miniature films reveal no 
apparent disease. 


COMMITTEE ON NARCOTIC ADDICTION 


The Board approved the appointment of a Committee on 
Narcotic Addiction of the Council on Mental Health, to be 
composed as follows: Dr. Robert H. Felix, Chairman, Dr. Harris 
Isbell, and Dr. Jerome L. Leon. 


COMMITTEE ON ALCOHOLISM 


Drs. Jackson A. Smith and Harold E. Himwich were appointed 
as additional members of the Committee on Alcoholism of the 
Council on Mental Health. 


COMMITTEE ON BLOOD 


The Board, with regret, accepted the resignation of Dr. 
Herbert Ramsey as co-Chairman and member of the Committee 
on Blood. 

NATIONAL BLOOD FOUNDATION 

Drs. Leonard W. Larson, Walter B. Martin, and James R. 
Reuling were selected as representatives of the Association on 
the Board of Directors of the National Blood Foundation. 


COUNCIL ON NATIONAL DEFENSE 


On recommendation of the Council on National Defense, the 
following committees in the fields of civil defense and military 
medicine were appointed: Committee on Civil Defense—Dr. 
Harold Lueth, Chairman, and Drs. Stafford L. Warren, Carroll 
P. Hungate, Cortez F. Enloe, and Charles W. Steele; Committee 
on Military Medical Affairs—Dr. Richard L. Meiling, Chairman, 
and Drs. Reuben A. Benson, Perrin H. Long, Reuben B. Chris- 
man, and Joseph B. Copeland. 


NATIONAL SAFETY COUNCIL 
The appointment of a committee to confer with a similar 
committee of the National Safety Council on the subject of 
crash injuries and automotive design was approved. 


VACANCIES ON COUNCILS AND EDITORIAL BOARDS 


The Board made the following appointments to councils and 
editorial boards: Council on Industrial Health—Dr. Oscar A. 
Sander to succeed himself; Dr. Paul S. Richards, Salt Lake City, 
to succeed Dr. J. S. Simmons (deceased); Dr. V. C. Baird, 
Houston, to succeed Dr. H. H. Kessler; and Dr. John Gallivan, 
Hartford, Conn., to succeed Dr. Warren F. Draper. Council on 
Mental Health—Dr. George E. Gardner, Boston, to succeed 
Dr. Maurice Levine (resigned). A. M. A. American Journal of 
Diseases of Children—Dr. Robert B. Lawson, Chief Editor. 
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LEGISLATION 

Recommendations were made by the Committee on Legisla- 
tion on numerous measures with medical implications introduced 
into the 84th Congress during January and February, 1955, and 
were acted on by the Board. A complete report on the positions 
adopted on these bills will be issued under the auspices of the 
Committee on Legislation and will appear in a future issue of 
THE JOURNAL. 

STANDARD NOMENCLATURE INSTITUTE 

Approval was given to a request for two institutes on the 
Standard Nomenclature of Diseases and Operations to be held 
in the current year. 

MEDICINE AND LABOR 


The following committee was appointed as a liaison between 
medicine and labor and management groups: Dr. Elmer Hess, 
Chairman, Dr. James R. McVay, Dr. J. D. McCarthy, Dr. 
William P. Shepard, Mr. T. A. Hendricks, and Mr. Leo Brown. 


The statements following were submitted by the Committee 
on Legislation of the A. M. A.—ED. 


STATEMENT BY DR. DAVID B. ALLMAN 
BEFORE SUBCOMMITTEE OF HOUSE OF 
REPRESENTATIVES, MARCH 10, 1955 


I am Dr. David B. Allman of Atlantic City, New Jersey, and 
I am accompanied by Dr. Leo H. Bartemeier of Baltimore, 
Maryland. At the conclusion of my brief statement I would like 
permission to ask Dr. Bartemeier, who is Chairman of our 
Council on Mental Health, to discuss the specific legislative 
proposals under consideration by your Committee and the views 
of our Association on these bills. We appear here today on behalf 
of the A. M. A. and in support of Title VI of H. R. 3458 and 
H. R. 3720 and H. J. Res. 230. In my capacity as a member 
of the Board of Trustees and Chairman of the Committee on 
Legislation of the American Medical Association, I have been 
asked to give you gentlemen a short résumé of the history of 
our Association’s interest in mental health and some very brief 
comments relative to our more important current activities. 


Although the American Medical Association has been in- 
terested since its inception in a general way in mental health 
problems, a special committee in this field was first appointed by 
the Board of Trustees in 1930. This Committee was continued 
for several years and although a permanent committee was not 
formed at that time, several recommendations made by the 
temporary committee were referred to other Bureaus and Coun- 
cils of the Association for action. As the tremendous extent of 
the problem became more apparent and, with the growing recog- 
nition of the need for closer liaison between psychiatry and 
general medicine, it became evident that a special committee 
devoting its entire efforts to mental health was necessary. As a 
consequence, in June, 1951, a Committee on Nervous and 
Mental Diseases was created by the A. M. A. Board of Trustees, 
which on January 1 of this year became known as the Council 
on Mental Health. 


During the first year of activity, the Committee outlined the 
areas in the field of mental health in which the members felt 
they should take an active, though not exclusive interest. The 
areas outlined are as follows: 

1. A study of the influences of psychiatry in medical education in 

both undergraduate and postgraduate fields. 

2. The consideration of the responsibilities and training of adjunct 
personnel—such as the clinical psychologists and psychiatric social 
workers—in the total approach to mental health. 

3. The need for establishment of psychiatric units in general hospitals. 

. The amendment of laws relating to commitment of the mentally ill. 

5. The need for laws regulating specific groups—such as sex offenders 
and criminals. 

6. The development of mental health clinics. 

7. Public education in mental health through the general media—such 
as radio, television, magazines, and newspapers. 

8. The establishment of cooperative relationships with other national 
groups in the field of mental health. 

9. The development of a firmly coordinated relationship and coopera- 
tive planning between the A. M. A. Committee and the committees 
on mental health of the State Medical Associations and the County 
Medical Societies. 


‘= 
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Interprofessional Meetings.—A national conference on mental 
health was sponsored jointly by the Council on Mental Health 
of the A. M. A. and the American Psychiatric Association in 
October, 1953. Representatives of 50 mental health organizations 
attended this meeting to develop a set of objectives and plans 
for cooperative work in the mental health field. This inter- 
professional meeting is being scheduled on a biannual basis. A 
meeting with chairmen of mental health committees of state 
medical associations was held in September, 1954, to stimulate 
organization of effective mental health programs at the state 
and county society levels. This meeting will also be held an- 
nually. Another. conference, co-sponsored by our Council on 
Mental Health and our Council on Physical Medicine and Re- 
habilitation, was held in May, 1954, to establish principles for 
integrating psychiatry and physical medicine in rehabilitation 
programs. 

Problems of Alcoholism.—During the past year a Subcom- 
mittee on Alcoholism of the Council has developed an 18-point 
program for work in the field of alcoholism at state medical 
association and county medical society levels. The creation of 
a subcommittee on narcotic addiction is planned for 1955. 


Liaison Activities—The Committee has also established 
liaison with all other organized groups working in the fields of 
psychiatry and mental health. In this way our Association is 
offering the assistance, support and advice of its entire member- 
ship in the solution of mental health problems. Most recently, 
in January of this year, our Council on Mental Health and the 
Executive Committee of the American Psychiatric Association 
met to consider the establishment of a Joint Commission on 
Mental Health and Illness. It was tentatively concluded that 
such a Commission should be formed with two basic objectives: 

(a) to make a national survey of all aspects of the present status of 

resources and methods of diagnosing, treating and caring for the 
mentally ill and retarded, both within and outside of institutions; 
and 


(b) to formulate, on the basis of this survey, a feasible program for 
the fundamental improvement of our methods and facilities for the 
diagnosing, treatment and care of the mentally ill and retarded. 


This project was considered and approved by the Board of 
Trustees of the A. M. A. at its last meeting in Chicago on 
February 5 of this year. The similarity of the objectives of the 
proposed Joint Commission and H. J. Res. 230, 84th Congress, 
is apparent. I am sure that Dr. Bartemeier will be able to enlarge 
on the views of the Association in this regard, should the mem- 
bers of the Committee desire additional information. 

In conclusion, I wish to emphasize that the American Medical 
Association is keenly aware of the seriousness of the mental 
health problems which exist today and is vitally interested in 
doing everything within its power to insure that the medical 
profession makes its maximum contribution in their solution. 
I should now like to ask Dr. Bartemeier to outline for the Com- 
mittee the views of the Association on the proposals under con- 
sideration. Following his comments, we will both be happy to 
attempt to answer any questions members of the Committee 
may have. 


STATEMENT BY DR. LEO H. BARTEMEIER 
BEFORE SUBCOMMITTEE OF HOUSE OF 
REPRESENTATIVES, MARCH 10, 1955 


My name is Leo H. Bartemeier. I am Medical Director of 
the Seton Institute in Baltimore, Maryland, and Chairman of 
the Council on Mental Health of the American Medical Associ- 
ation. I am appearing here today on behalf of that Association 
to support Title VI of H. R. 3458 and H. R. 3720 and House 
Joint Resolution 230. 

It is our understanding that Title VI would amend the present 
Public Health Service Act to authorize a five-year program of 
grants to states for mental health services and to authorize a 
new five-year program of special project grants for the develop- 
ment of improved methods of care, treatment and rehabilitation 
of the mentally ill. This Title provides for the temporary expan- 
sion of the activities of the National Institute of Mental Health 
in the field of training, in the development of improved methods 
of treatment and rehabilitation of the mentally ill, and in the 
provision of traineeships in mental health. The American Medi- 
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cal Association supports increased funds for the extension of 
these activities. We feel that the limited funds previously ex- 
pended have been properly handled and have resulted in definite 
improvement of mental health work in the fields of training, 
treatment and rehabilitation. We emphasize, however, that our 
support is limited to a temporary federal program in this area, 
since it is our sincere conviction that the entire question of 
defining local and federal responsibilities in the public health 
field should be carefully analyzed by the Congress. 

H. J. Res. 230 would promote an intensive survey in the field 
of mental health by authorizing the Surgeon General, over a 
three-year period, and upon the recommendation of the National 
Institute of Mental Health to make grants to private nongovern- 
mental agencies, best qualified by virtue of their training and 
knowledge. These grants would be used to assist in financing 
a thorough, professional, and impartial study of all aspects of 
the mental health problem, including methods and practices in 
diagnosing, treating and rehabilitating the mentally ill. We 
approve wholeheartedly of this bill. 

You have been informed by other witnesses of the magnitude 
of the problem of combatting mental illness. You have heard 
of the ever-increasing sums required for custodial treatment of 
the mentally ill. I should like to direct my testimony to another 
approach to the solution of this problem. 

Mental illness is intrinsically a medical problem. Psychiatry 
is the medical specialty concerned with illness that has chiefly 
mental symptoms. The psychiatrist is also concerned with mental 
causes of physical illness for we recognize that physical symptoms 
may have mental causes just as mental symptoms may have 
physical causes. 

For several years we in the profession of psychiatry have 
been aware of the critical need for a survey and evaluation of 
our facilities and programs for the diagnosis, treatment and care 
of the mentally ill and retarded. While the problems of mental 
illness appear to grow in almost geometric proportion, we find 
ourselves without a comprehensive, up-to-date, integrated body 
of knowledge in spite of the fact that many worthwhile surveys 
and studies in this field have been made. It is only with such 
complete knowledge that our present and future direction and 
programs can be properly planned. It is for the purpose of ob- 
taining this knowledge that the American Medical Association 
is cO-sponsoring with the American Psychiatric Association the 
Joint Commission on Mental Illness and Health, which was 
mentioned by Dr. Allman in his testimony. 


Underlying the proposal is the thought that out of such a 
project might evolve some fundamental departures from our 
traditional concepts and methods of dealing with mental illness 
and that it might lead to a far more effective attack on the 
problem than has thus far been devised. We believe that H. J. 
Res. 230 provides the mechanism for accomplishing this purpose. 


In solving health problems, stress is too often placed on the 
provision of physical facilities for diagnosis and treatment. We 
lose sight of the fact that hospital buildings do not cure patients. 
The successful management of illness, whether physical or 
mental, comes only from the application of the art and science 
of medicine by a physician skilled in modern methods. Particu- 
larly in the field of mental illness, we have mistakenly sought 
solutions to our problems by the construction and maintenance, 
at tremendous public cost, of institutions for custodial care of 
the mentally ill. In many instances these institutions are nothing 
more than mental “pesthouses” where patients are confined in- 
definitely with slight hope of cure. We have good reason to 
question, fundamentally, the concept of a mental hospital as the 
primary tool for treating the mentally ill. 

Within comparatively recent times the “pesthouse” concept 
of treatment for the physically ill has fallen to the assault of 
intensified medical research and the wide application of new 
and healing techniques to diseases long thought to be incurable 
has been substituted. Smallpox, typhoid fever, yellow fever, 
malaria, all dreaded killers in their time have fallen. Tuber- 
culosis, pneumonia, diabetes and infectious diseases of childhood 
are no longer great threats. New hope exists for success in the 
fight against poliomyelitis, cancer and heart disease. Mental ill- 
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ness can succumb to the same attack. Patchwork, stop gap 
programs for the care of the mentally ill are keeping us on a 
treadmill and actually doing little to reduce and prevent mental 
illness. Where the same principles which have largely conquered 
so many dread physical diseases are applied to the study of 
mental illness, the results are heartening. 

Patients in mental hospitals in the South with pellagra are 
practically eliminated as a result of the discovery that niacin 
prevents and cures pellagra. Recent studies indicate that niacin 
therapy is helpful in the treatment of aged mental patients, par- 
ticularly those with illnesses due to hardening of the arteries of 
the brain. The number of patients with paresis due to syphilis 
has been cut due to the medical research discovery of penicillin 
as a treatment and cure for syphilis. Electric shock therapy has 
helped many patients suffering from certain types of schizo- 
phrenia and involutional melancholia. Recent improvements in 
electric shock therapy, coupled with the use of drugs, has made 
this treatment effective in cases where it was previously im- 
possible. 

Cretinism, which is a type of dwarfism and imbecility develop- 
ing during fetal life or early infancy as a result of thyroid 
deficiency, can now be successfully treated with thyroid if recog- 
nized early enough. Recent investigations indicate the usefulness 
of cortisone and thyroid therapy in chronic or acute psychoses 
not otherwise responsive to treatment. Neurological research 
has produced the electroencephalograph and demonstrated the 
essential nature of epilepsy as a disorder of the energy and 
economy of brain cells, a disorder controllable by chemical 
means such as the drugs tridione and artane. The result is that 
80% of the epileptics treated can now lead normal lives. 

Mild electrical stimulation applied to the surface of the head 
and electric stimulation deep in the brain seem promising. It 
will require much more research to determine the value of these 
developing therapies. New and more refined operations on the 
brain have been developed or improved in the field of psycho- 
surgery. Psycho-surgery has ordinarily been considered only as 
a drastic last resort but some experienced surgeons are now be- 
ginning to think of it as a turning point in therapy. 

National Mental Health Institute scientists have developed 
new techniques which for the first time permit the measurement 
and analysis of blood flowing through the living, thinking brain. 
Using these techniques, fundamental studies are now possible 
showing how the condition of the blood brings about mental 
disorders. 

_I have enumerated only a few of the more dramatic develop- 
ments in the treatment of the mentally ill. Intensive study is 
required to determine the proper place of these developments 
in the mental health picture. There is reason to hope that, to- 
gether with other non-custodial treatment techniques, these 
discoveries will prove to be the beginning of a new and success- 
ful approach to the staggering problem of mental illness. As it 
has in the past, the American Medical Association expects in 
the future to assist in a sound and orderly attack on the problems 
of mental health. 

This concludes my formal statement. I want to thank the 
Committee for permitting our Association to go on record in 
support of these bills. Dr. Allman and I shall be happy to 
answer to the best of our ability any questions which members 
of the Committee may have. 


BIBLIOGRAPHY ON ABSENTEEISM 
AMONG WORKERS 


The A. M. A. Committee on Medical Care for Industrial 
Workers has prepared a “Selected Bibliography on Non-Occu- 
pational Sickness Absenteeism Among Industrial Workers” in 
connection with its study of the role of in-plant medical facilities 
in reducing absenteeism. The bibliography contains about 150 
sources of material that deal with special articles, studies, and 
surveys on the frequency, duration, severity, and causes of non- 
occupational absenteeism. It is the most current listing of its 
kind and should be helpful to members of the profession con- 
cerned with this aspect of industrial health and to other students 
of the problem of absenteeism. Copies are available from either 
the Council on Medical Service or the Council on Industrial 
Health. 
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CALIFORNIA 

Lecture on Jaundice.—In its series of medical science lectures 
the Oak Knoll Naval Hospital, Oakland, will present “Jaundice 
Due to Drugs,” April 12, 7:30 p. m. in the medical-surgical 
conference room of the Administration Building Annex. All 
physicians are invited to attend. 


Lecture by Dr. Louis Katz.—The Alpha Eta chapter of Phi Delta 
Epsilon fraternity at the University of Southern California 
School of Medicine, Los Angeles, will hold its sixth annual lec- 
ture at 2 p. m., April 15, in the auditorium of the Los Angeles 
County Hospital. The guest speaker will be Dr. Louis N. Katz, 
director, department of cardiovascular research, Medical Re- 
search Institute of Michael Reese Hospital, Chicago, who will 
discuss “Some Recent Trends in Atherosclerosis.” 


Course on Psychological Testing —A University of California 
Extension course, “Diagnostic Psychological Testing,” will be 
given Monday and Thursday evenings, 7:30 to 9:30 p. m. at the 
University of California at Los Angeles, beginning April 14. 
The course is designed to acquaint the physician, in particular, 
with an understanding of what psychological tests that assay 
personality and intelligence may contribute to his knowledge of 
the patients encountered in general practice. This course is open 
to graduates of approved medical schools, to psychologists with 
Ph.D. degrees, and to bonafide graduate students in psychology, 
with the consent of the course chairman. Fee for the course is 
$50, but there will be a reduced fee of $25 for bonafide graduate 
students in psychology, psychiatry, and social welfare. Infor- 
mation may be had from Dr. Thomas H. Sternberg, Assistant 
Dean for Postgraduate Medical Education, University of 
California Medical Center, Los Angeles 24. 


Lectures on Neurology.—The University of California at Los 
Angeles announces three lectures on the nervous system, open 
to graduates of approved medical schools with consent of the 
course chairman. The university extension will open the series 
in room 2224 of the U. C. L. A. Chemistry Geology building, 
April 18 at 7:30 p. m., with ensuing sessions set for April 19, 
7:30-9:30 p. m.; April 20, 4-5 p. m. and 7:30-9:30 p. m.; and 
April 21, 7:30-9:30 p. m. The course will provide a summary of 
evidence relating to cerebral circulation and the reaction of the 
central nervous system to injury. The staff will consist of Dr. 
Henri Gastaut, head of the neurobiology laboratory at the 
University of Marsailles, France; Dr. Seymour S. Kety, scientific 
director, National Institute of Neurological Diseases and Blind- 
ness and National Institute of Mental Health, Bethesda, Md.; and 
Dr. George V. Stavraky, professor of physiology, University of 
Western Ontario Faculty of Medicine, London, Ontario, Canada. 
For detailed information regarding the course, physicians in- 
terested may call or write Dr. Thomas H. Sternberg, assistant 
dean for postgraduate medical education, at the U. C. L. A. 
Office of Postgraduate Medical Education, Los Angeles 24 
(GRanite 89711). 


CONNECTICUT 


Meeting on Improved Patient Care.—“Mobilizing Your Person- 
nel Resources for Better Patient Care” is the theme of an open 
meeting (April 14, 2 p. m., Heublein Hall near Hartford Hospital, 
37 Jefferson St., Hartford) designed to show ways of meeting 
hospital personnel shortages by formation in the community of 
a joint committee for the care of the patient. The speaker will 
be Mr. Lester E. Richwagen, administrator, Mary Fletcher 
Hospital, Burlington, Vt. Sponsoring organizations are the Con- 
necticut League for Nursing, Connecticut Hospital Association, 
and Connecticut Joint Commission for Improvement of Care of 
the Patient. 





Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


Symposium on Cardiovascular Disease—The Stamford Heart 
Association will sponsor a symposium on the treatment of 
cardiovascular disease, April 19, at the Connecticut Power 
Company, 429 Atlantic St., Stamford. After greetings by Dr. 
John W. Haine, Stamford, president of the association, Dr. 
William H. Resnik, associate clinical professor, Yale University 
School of Medicine, New Haven, will preside at the following 
program: 
Janet S. Baldwin, New York, Diagnosis and Medical Management of 
Congenital Heart Disease. 
Robert E. Gross, Boston, Surgery in the Treatment of Congenital Heart 
Disease. 
William W. L. Glenn, New Haven, Surgery in the Treatment of 
Acquired Heart Disease. 
John P. Merrill, Boston, Diuretic Agents and Their Mechanisms. 
Arthur C. DeGraff, New York, Use of Digitalis and the Cardiac 
Glycosides. 
Perrin H. Long, Brooklyn, Treatment of Bacterial Endocarditis. 
Arthur M. Fishberg, New York, Management of Hypertension. 
Samuel A. Levine, Boston, Pitfalls in the Treatment of Cardiovascular 
Disease. 
Panel question periods will follow. There will be no registra- 
tion fee. 


DELAWARE 
Symposium on Gastrointestinal Diseases—The Delaware Acad- 
emy of General Practice and the University of Delaware an- 
nounce the following symposium on gastrointestinal diseases, 
April 16, in the Alfred I. duPont Institute, Rockland Road, 
Wilmington: 

Acute Ulcerative Enteritis, Abraham H. Aaron, Buffalo. 

Treating Peptic Ulcers with Unrestricted Diet, Edward A. Marshall, 


Cleveland. 

Emotional Factors in Gastrointestinal Disorders, Edward Weiss, Phila- 
delphia 

Differential Diagnosis in the Acute Abdomen, H. Taylor Caswell, 
Philadelphia. 

Aspects of Radiology in Gastroenterology, Arthur Finkelstein, Phila- 
delphia. 


The meeting, approved for five hours formal credit by the 
American Academy of General Practice, will close with a panel 
discussion. 


DISTRICT OF COLUMBIA 

Tuberculosis Conference.—At the meeting of the Metropolitan 
Washington Tuberculosis Conference, April 13, at the Depart- 
ment of Health, Education and Welfare Building, Washington, 
D. C., the theme will be “Teamwork in the Management of 
Chronic Diseases.” Among the out-of-state speakers will be Dr. 
Burgess L. Gordon, president, Woman’s Medical College of 
Pennsylvania, Philadelphia, and Dr. Peter A. Theodos, associate 
in medicine, Jefferson Medical College of Philadelphia. The con- 
ference, now in its 10th year, is sponsored by the Tuberculosis 
Associations of the District of Columbia and by the states of 
Maryland and Virginia. 


ILLINOIS 

“Dr. Andy Day.”—Dr. Andy Hall, who was chosen by the 
American Medical Association in 1949 as “General Practitioner 
of the Year,” was recently honored by his home town, Mount 
Vernon. Jan. 8, on which Dr. Hall celebrated his 90th birthday, 
was proclaimed by Mayor O. R. Buford as “Dr. Andy Day.” 
Dr. Hall was guest of honor at an open house in the City Hall 
and at a birthday dinner, at which the American Legion pre- 
sented him with a very large birthday cake. Dr. Hall served 
Mount Vernon as mayor at the age of 32; for eight years was 
head of the Township High School Board; and for four years 
was director of the Illinois State Health Department. He served 
as secretary of his county medical society for 15 years and later 
became its president. He has been president of the Southern 
Illinois Medical Society and for 19 years was a councilor of the 
Illinois State Medical Society. 
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Chicago 

Kretschmer Memorial Lecture.—The 12th Edwin R. Kretschmer 
Memorial Lecture will be delivered by Dr. Mario Stefanini, 
Boston, April 11, at 8:15 p. m. before a joint meeting of the 
Institute of Medicine of Chicago and the Chicago Pathological 
Society. The meeting will be preceded by cocktails at 6 p. m. and 
dinner at 6:45 at the Drake Hotel. 


Dr. Irons Honored.—Dr. Ernest E. Irons, a past President of the 
American Medical Association, was guest of honor April 1 at a 
civic banquet given at the Sheraton-Blackstone Hotel by the 
Chicago Junior Association of Commerce and Industry, which 
presented to him the Jaycees’ Good Government award for 1955 
in recognition of his services as president of the board of di- 
rectors of Chicago’s municipal tuberculosis sanitarium. The pur- 
pose of the award is “to recognize and acclaim those public 
servants who have rendered outstanding service to the people of 
Chicago and Cook County and by this means, to help raise the 
morale of our public officeholders and contribute to an over-all 
increase in the efficiency of public agencies. . . .” 


INDIANA 

General Practice Meeting.—The Indiana Academy of General 
Practice will hold its annual scientific session in the Antlers 
Hotel, Indianapolis, April 13-14. All members of the Indiana 
State Medical Association are invited. The sessions will open 
Wednesday at 9 a. m. with presentation of “Cortisone: Indi- 
cations and Contraindications—Safer Approaches to Therapy 
of the Arthropathies” by Dr. Eugene F. Boggs, Indianapolis, 
after which the Founders’ Lecture, “Teaching General Practice 
in the Medical Schools,” will be delivered by Dr. Robert A. 
Davison, head, department of general practice, University of 
Tennessee College of Medicine, Memphis. “Coordinating In- 
surance from the Standpoint of Estate Planning” by Mr. 
Frederick D. Leete Jr., Indianapolis, will precede the buffet 
luncheon at noon. The afternoon session will be devoted to a 
discussion of “Alcoholism” by Selden D. Bacon, Ph.D., director, 
Yale Center of Alcohol Studies, New Haven, Conn., and “Dis- 
eases of the Terminal Portion of the Colon” by Dr. Louis A. 
Buie, Mayo Clinic, Rochester, Minn. The Indianapolis Medical 
Society will meet jointly with the academy at the annual 
banquet at 7 p. m., when Dr. Kenneth B. Babcock, Chicago, 
director, Joint Commission on Accreditation of Hospitals, will 
consider “The Purpose and Philosophy of the Joint Commission 
on Accreditation of Hospitals.” On Thursday at 1:30 p. m. “The 
Conservation of Function in Gynecologic Surgery” will be the 
topic of Dr. Allan C. Barnes, Arthur H. Bill Professor of Ob- 
stetrics and Gynecology, Western Reserve University School of 
Medicine, Cleveland. At 3 p. m. Dr. Arthur J. Merrill, associate 
professor of medicine, Emory University School of Medicine, 
Emory University, Ga., will talk on chronic renal failure. 


KANSAS 

Clendening Lectures.—The annual Clendening Lectures on the 
History and Philosophy of Medicine will be delivered April 
12-13 by Dr. Esmond R. Long, director, Henry Phipps Institute 
for the Study, Treatment, and Prevention of Tuberculosis, 
Philadelphia. On Tuesday, at the University of Kansas Medical 
School in Lawrence, Dr. Long will discuss “The Illness and 
Medical Care of Frederic Chopin.” On Wednesday at the medical 
center in Kansas City his subject will be “The Therapy of Tuber- 
culosis from Hippocrates to Modern Times.” 


KENTUCKY 


Doctors’ Day Health Forum.—Dr. W. W. Bauer, Chicago, 
Director of Health Education of the American Medical Associ- 
ation and editor of Today’s Health magazine, will be the guest 
speaker at the Kentucky Doctors’ Day Health Forum, April 13, 
at the Strand Theatre, Louisville, under the sponsorship of the 
Woman’s Auxiliary to the Jefferson County Medical Society and 
the Louisville Courier Journal and Times. Panel discussion will 
follow Dr. Bauer’s presentation (“The Family Doctor—1955”’), 
that of Dr. Louis M. Foltz, Louisville (“Worry—Asset or 
Liability”), and of Dr. A. Clayton McCarty, Louisville (“Your 
Future at Forty”). 
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LOUISIANA 

Symposium on Advances in Medicine.—The Louisiana Academy 
of General Practice will present a symposium on recent advances 
in medicine at the Roosevelt Hotel, New Orleans, April 17. Dr. 
Janie M. Topp, Lake Charles, president, will serve as moderator 
for the morning session, which will consist of talks on proctology 
by Dr. Howard D. Trimpi, Temple University School of Medi- 
cine, Philadelphia, and on cardiac auscultation by Dr. William 
Likoff, Hahnemann Medical College and Hospital of Phila- 
delphia. Dr. Vincent P. Blandino, New Orleans, president-elect, 
will moderate the afternoon program, when “Future of Atomic 
Energy in Medicine” will be presented by Dr. Joe W. Howland, 
University of Rochester (N. Y.) School of Medicine, and “Diag- 
nosis and Treatment of Gynecologic Disease in the Adolescent 
Girl” by Dr. Edward Allen, University of Illinois College of 
Medicine, Chicago. Physicians and their wives may attend the 
luncheon (12:45-2:30 p. m.) and the cocktail reception (5:30- 
6:30 p. m.). No fee is required for attendance at social or scien- 
tific sessions. The Louisiana Academy of General Practice will 
allow six hours of formal study credit for the symposium, which 
is being cosponsored by the Lederle Laboratories Division of 
the American Cyanamid Company. 


MICHIGAN 


Society News.—On April 12 at 8:15 p. m. the Henry Ford 
Hospital Medical Society will present in the hospital auditorium 
“Surgical Management of Hypertension” by Dr. Edgar A. Kahn, 
professor of surgery, University of Michigan Medical School, 
Ann Arbor. 


Lecture on Intracardiac Operations.—The Omega chapter of Phi 
Delta Epsilon fraternity at the University of Michigan, Ann 
Arbor, will hold its ninth annual lectureship April 13. The guest 
speaker will be Dr. Conrad R. Lam of the Henry Ford Hospital, 
Detroit, who will discuss “Selection of Patients for Intracardiac 
Operations.” 


NEW JERSEY 


Institute in Psychiatry and Neurology.—The fifth annual In- 
stitute in Psychiatry and Neurology, sponsored by the Veterans 
Administration Hospital, Lyons, the New Jersey Neuropsychi- 
atric Association, and the New Jersey District Branch of the 
American Psychiatric Association, will be held April 13 at the 
Veterans Administration Hospital. The following panels will be 
presented in the morning: 
Role of the Psychiatric Social Worker in Psychiatric Treatment, Viola 
W. Bernard, New York. 
Direct Analysis in the Therapy of Psychoses, John N. Rosen, New York. 
Shock Therapy vs. Psychotherapy in Psychosis, Theodore R. Robie, 
East Orange, N. J. 
The afternoon session will include: 
Relationship of Psychoanalysis to Psychiatry and Neurology, M. Ralph 
Kaufman, New York. 
What Is the American Psychiatric Association? R. Finley Gayle Jr., 
Richmond, Va. 
A Critique of Psychosomatics, Morris Herman, New York. 
After dinner Dr. Francis J. Braceland, Hartford, Conn., will 
present “Psychiatry in History and Literature.” The $1 registra- 
tion fee (military personnel and full-time Veterans Administra- 
tion personnel exempt) will include a copy of the proceedings 
of the institute. Additional information may be obtained from 
Dr. Crawford N. Baganz, manager. 


State Medical Meeting in Atlantic City—The Medical Society 
of New Jersey will hold its 189th annual meeting at the Am- 
bassador, Atlantic City, April 17-20 under the presidency of 
Dr. Elton W. Lance, Rahway. The first general session will be 
held Monday at 8:30 p. m. Dr. Vincent P. Butler, Jersey City, 
president-elect, will deliver the inaugural address, and the guest 
speaker will be the Hon. Clifford P. Case, United States Senator 
from New Jersey. The general session on obstetrics and gyne- 
cology, Monday, 2:30 p. m., will open with “Treatment of 
Diabetes” by Dr. Priscilla White, Boston. The opening presenta- 
tion in the general session on medicine Tuesday, 2:30 p. m., will 
be “The Usable Isotopes in Every Day Practice” by Dr. Samuel 
V. Geyer, Philadelphia. The luncheon of the section on surgery 
and the New Jersey chapter, American College of Surgeons, 
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12:30 p. m., will precede the general session on surgery Wednes- 
day afternoon. Among the presentations will be “The Place of 
Antibiotics and Chemotherapy in the Treatment and Prevention 
of Surgical Infections” by Dr. William R. Sandusky, Charlottes- 
ville, Va., and “The Selection of a Suitable Operation for a 
Duodenal Ulcer” by Dr. Stanley O. Hoerr, Cleveland. At its 
meeting Monday morning the section on gastroenterology and 
proctology will present a symposium entitled “Diverticulitis: 
Interpretation of Radiographic Findings,” which will be preceded 
by the presentation of “Modern Treatment of Peptic Ulcer” by 
Dr. Harry Shay, Philadelphia. Monday morning the section on 
otolaryngology will present a symposium on the common cold. 
The section on rheumatism will open its session Wednesday at 
9:30 a. m. with “New Developments in Hormone Therapy of 
Rheumatic Diseases” by Dr. Edward Henderson, Montclair, 
editor-in-chief, Journal of the American Geriatrics Society, after 
which Dr. L. Maxwell Lockie, Buffalo, will present “Helpful 
Information in the Diagnosis of Various Types of Arthritis.” 
Before luncheon Dr. L. Emmerson Ward, Rochester, Minn., will 
consider “Management of Rheumatoid Arthritis.” Dr. Gershom 
J. Thompson, Rochester, Minn., will discuss “Transurethral 
Prostatic Surgery” before the section on urology, Wednesday, 
9:45 a. m. A dinner dance honoring president and Mrs. Lance 
is scheduled for Tuesday evening. 


NEW YORK 

Diabetes Meetings.—The Rochester Regional Diabetes Associ- 
ation is holding a series of four dinner meetings at the Univer- 
sity Club. The scientific programs are preceded by cocktails at 
6:30 p. m. and dinner at 7 p. m. On April 16 “The Large Baby 
in Relationship to the Diabetic State” will be presented by Dr. 
Curtis J. Lund, professor of obstetrics and gynecology, Univer- 
sity of Rochester School of Medicine and Dentistry, Rochester. 


Course on Tissue Culture.—The Tissue Culture Association will 
sponsor a course of instruction in the principles and techniques 
of cell and tissue culture under the direction of Charles M. 
Pomerat, Ph.D., University of Texas Medical Branch, Galveston. 
The course will be given in the laboratories of the Mary Imogene 
Bassett Hospital, Cooperstown, Aug. 2-27. Tuition will be $100. 
The course is designed for postgraduates (M.D. or Ph.D.) who 
plan to use cultured tissues in their research or teaching. Appli- 
cation forms must be returned to Mary S. Parshley, Ph.D., 
Columbia University College of Physicians and Surgeons, 630 
W. 168th St., New York 32, not later than May 1. Success- 
ful candidates will be notified about May 15. 


New York City 

Course in Neoplastic Diseases—The Memorial Center for 
Cancer and Allied Diseases in New York is offering a compre- 
hensive course, “The Diagnosis and Management of Tumors, 
Lymphoma, Leukemia and Disease of the Reticuloendothelial 
System in Childhood,” April 27-29. Intended for pediatricians, 
general practitioners, and health officers, the course will include 
a review of existing knowledge and a discussion of recent de- 
velopments. 


PENNSYLVANIA 

Hoxsey Branch Clinic Raided.—According to Pittsburgh news- 
papers, the recently opened Hoxsey Cancer Clinic at Portage 
was raided by United States marshals from Pittsburgh, who 
left with the entire stock of black and red cancer pills that were 
being dispensed by State Senator John J. Haluska and a com- 
bination optometrist-naturopath-osteopath and “M.D.” named 
Newton C. Allen, formerly of Pittsburgh. There is indication 
that the “Clinic” can claim its merchandise, including bundles 
of pamphlets and magazines, by appearing in court to contest 
the federal action by April 15, the return date. The government, 
however, stands ready to prove that the pills are useless in the 
treatment of cancer, despite representations in the literature, 
some of which indicate that the “Clinic” also “specializes in the 
treatment of rectal disease, hernia, hemorrhoids, ulcers and vari- 
cose veins.” Readers of THE JouRNAL will also recall that the 
government enjoined Hoxsey at Dallas, Texas, from shipping 
his nostrums in interstate commerce last year. 
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Annual Health Institute—“Keep Up With Medicine” is the 
theme of the 25th annual Health Institute of the Woman's 
Auxiliary to the Philadelphia County Medical Society, April 14, 
in Greek Hall, John Wanamaker Store. The program, which will 
open at 10:30 a. m. with greetings by Mrs. Baldwin L. Keyes, 
president of the woman’s auxiliary, and Dr. W. Edward Cham- 
berlain, Philadelphia, president of the medical society, includes: 

What is Multiple Sclerosis? Sherman F. Gilpin Jr., Philadelphia. 

A Plea for the Adolescent, Carl C. Fischer, Philadelphia. 

What You Should Know About Drug Addiction, Nicholas G. Frignito, 
Philadelphia, and Joseph Bransky, D.Ph., Bureau of Narcotics, United 
States Treasury Department. 

Vivisection and the Progress of Medicine and Surgery, Isidor S. Ravdin, 
Philadelphia. 

Eyes Right, Left and Scrambled, Mrs. Dorothy E. Berner, Philadelphia. 

Dangers of Overweight, Jack S. Ersner, Philadelphia. 


SOUTH CAROLINA 

Meeting of Heart Association.—The sixth annual meeting of the 
South Carolina Heart Association will be held in Baruch Audi- 
torium, Medical College of South Carolina, Charleston, April 
11-12, with the cosponsorship of the Charleston County Medical 
Society. The scientific session will begin at 9 a. m. Tuesday. 
At 10 a. m. “Paroxysmal Auricular Tachycardia with Block: 
Clinical and Electrocardiographic Considerations” will be pre- 
sented by Dr. Harold D. Levine, clinical associate in medicine, 
Harvard Medical School, Boston. “Current Problems in the 
Management of Renal Failure” will be the topic of Dr. John P. 
Merrill, associate in medicine, Harvard Medical School, at 12 
noon. Scheduled for the afternoon session are “Recent Develop- 
ments in Cardiovascular Surgery” by Dr. William H. Muller Jr., 
professor and chairman, department of surgery, University of 
Virginia School of Medicine, Charlottesville; “The Present Status 
of Cardiac Surgery” by Dr. Thomas J. Dry, professor of medi- 
cine, Mayo Foundation for Medical Education and Research, 
University of Minnesota, Rochester; and a round-table discussion 
of cardiac, vascular, and renal disease, with Dr. A. Izard Josey, 
Columbia, as moderator and Drs. Levine, Merrill, Muller, and 
Dry as collaborators. At the joint meeting with the Charleston 
County Medical Society, 8 p. m., “The Significance of Retinal 
Lesions in the Classification of Hypertensive Disease” will be 
considered by Dr. Henry P. Wagener, professor of ophthalmol- 
ogy, Mayo Foundation for Medical Education and Research, 
University of Minnesota, Rochester. 


TENNESSEE 

State Medical Meeting in Chattanooga.—The 120th annual 
meeting of the Tennessee State Medical Association will convene 
at Read House, Chattanooga, April 10-13 under the presidency 
of Dr. John R. Thompson Jr., Jackson. The scientific sessions 
will open Monday at 9 a. m. with a film, “Career—Medical 
Technology.” At 11:10 Dr. Harwell Wilson, Memphis, will serve 
as moderator for a symposium, “Total Care of the Surgical 
Patient.” At the same time on Tuesday Dr. Daugh W. Smith, 
Nashville, will moderate a symposium, “Inflammatory Diseases 
of the Terminal Ikeum and Colon.” A panel discussion (11:10 
a. m., Wednesday), “Hormone Therapy from Pediatrics Through 
Geriatrics” (moderator, Dr. John C. Burch, Nashville), will close 
the scientific sessions. Monday has been designated as President’s 
Night. At 8 p. m. Dr. Thompson will deliver the presidential 
address, after which the inaugural address of the president-elect 
will be given by Dr. Charles C. Trabue IV, Nashville. The presi- 
dent’s luncheon is scheduled for 12:30 p. m. Tuesday. Dr. 
Kenneth B. Babcock, Chicago, director of the Joint Commission 
on Accreditation of Hospitals, who will discuss “The Accredita- 
tion and Utilization of Hospitals,” will also be speaker for the 
public service committee’s hospital clinic at 2 p. m. in the Patten 
Hotel. Members of the association attending the annual meeting 
and hospital administrators in Tennessee are invited to attend. 
The Woman’s Auxiliary to the Tennessee State Medical Associ- 
ation will meet April 11-13 at the Patten Hotel. 

Numerous specialty societies have scheduled meetings during 
the convention. The Tennessee Society of Anesthesiology will 
have a panel discussion on the anesthesiologist and the surgical 
team Sunday at 2 p. m. An expert diagnostic panel will follow 
presentation of “Treatment of Carcinoma of the Uterine Cervix” 
by Dr. Manuel M. Garcia, New Orleans, at the meeting of the 
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Tennessce Radiological Society, Monday, 2 p. m. The Tennessee 
Academy of General Practice will hear Dr. Morris E. Dailey, 
San Francisco, discuss “Gastric Carcinoma” at its meeting 
Monday at 2 p. m. The Tennessee State Pediatric Society will 
have as guest speakers Drs. Nelson K. Ordway, Chapel Hill, 
N. C., Clifford G. Grulee Jr., New Orleans, and Katharine Dodd, 
Little Rock, Ark. The Surgeons’ Club of Chattanooga will be 
host to the Tennessee chapter, American College of Surgeons, 
at a social hour, 6:30 p. m., Tuesday at the Hotel Patten, pre- 
ceding the chapter’s banquet, at which Dr. I. Ridgeway Trimble, 
Baltimore, will consider “The Position of the Physician in World 
Affairs.” Surgeons’ wives are invited to both functions. The 
Tennessee Diabetes Association has scheduled a trip to the new 
camp site for the Tennessee Camp for Diabetic Children, Tues- 
day, 9:45 a. m. Luncheon will be served at the camp site. At the 
luncheon meeting of the Tennessee Society of Pathologists, 
Wednesday, 12:30 p. m., Dr. John P. Wyatt, St. Louis, will talk 
on pneumoconioses. 


TEXAS 

Society News.—The Russell A. Hibbs Society will meet April 9 
in Dallas. At the annual business meeting of the Texas 
Society of Pathologists, Inc., the following officers were elected 
for the year: Dr. Charles B. Sanders, Houston, president; Dr. 
Lloyd R. Hershberger, San Angelo, vice-president; and Dr. 
Mervin H. Grossman, Dallas, secretary-treasurer. The Texas 
Society of Plastic Surgeons was organized at a meeting held at 
Hollywood Beach, Fla., Oct. 27, 1954. There are 14 charter 
members. Dr. James T. Mills, Dallas, was elected president and 
Dr. John B. Patterson, Dallas, secretary-treasurer. 








WYOMING 


Annual Session Date Changed.—Because the previously an- 
nounced dates of the Wyoming State Medical Society’s annual 
session conflicted with those of the American Medical Associ- 
ation Annual Session, the former have been changed to June 
12-15. 


GENERAL 


Orthopedic Meeting in St. Louis——The Mid-Central States 
Orthopaedic Society will hold its second annual meeting at the 
Sheraton Hotel, St. Louis, April 15-16. The clinical program, 
Saturday, 9:30 a. m. to 12 noon, will be built chiefly around a 
symposium on hip prosthesis and a symposium on intermedul- 
lary fixation of fractures of the tibia. There will be other non- 
related clinical subjects including bone tumors. On Friday a 
cocktail hour, 6:30-7:30 p. m., will precede the dinner (stag) at 
the University Club. 


Pathologists Meet in San Francisco.—The American Society for 
Experimental Pathology (Dr. Russell L. Holman, New Orleans, 
president) will hold its 40th annual meeting April 12-14 as part 
of the annual session of the Federation of American Societies for 
Experimental Biology. A panel discussion, “Increase in Research 
Potential in Pathology” (report of Intersociety Committee) has 
been scheduled for Tuesday afternoon. Dr. Harold L. Stewart, 
Bethesda, Md., will serve as moderator. The pathology society 
dinner will be held Wednesday at 6:30 p. m. in the Hotel 
Whitcomb. 


Industrial Dermatitis Symposium.—The American Society of 
Lubrication Engineers will feature a symposium, “Skin Diseases 
Due to Cutting Oils and Lubricants,” during the 10th annual 
meeting at the Hotel Sherman, Chicago, April 13-15. Dr. 
Clarence §. Livingood, Detroit, will moderate the following 
program: 


Donald J. Birmingham, Cincinnati, (1) Scope and Incidence of Derma- 
toses Due to Cutting Oils. (2) Prevention of Cutting Oil Dermatoses. 

John M. Shaw, Ann Arbor, Mich., Composition and Action of Pro- 
tective Ointments. 

Earle A. Irvin, Dearborn, Mich., Dermatitis—A Problem to Industry. 

Leonard F,. Weber, Chicago, Skin Diseases Due to Cutting Oils in 
Industry. 

W. Clifford Witham, Ph.D., Chicago, Chemical Compositions of Lubri- 
cating Oils, Cutting Oils and Petroleum Solvents. 

Mr. Mark EL. Beardslee, Detroit, Conditions That Contribute to Indus- 
trial Dermatitis. , 

Mr. Noble H. Schell, Fort Wayne, Ind., Prevention of Industrial Der- 
matitis in a Large Motor Truck Plant. 
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Attendance at the symposium and the annual meeting will be 
open to all interested in the field of industrial lubrication and 
its related subjects. Registration fees will be $3 for A. S. L. E. 
members and $5 for guests. 


Anesthesiologists Meet in Memphis.—The Southern Society of 
Anesthesiologists will hold its annual meeting at the Peabody 
Hotel in Memphis, Tenn., April 14-16. The program includes 
the following topics: 

Pediatric Anesthesia, Curtis W. Caine, Jackson, Miss. 

Clinical Trial of an Enteric-Coated Preparation of Pentobarbital: Pre- 
liminary Report, Edwin L. Rushia, Augusta, Ga. 

Cardiac Output in Spinal Anesthesia, John D. Elder Jr., St. Louis. 

Hypothermia in Cardiac Surgery, Benjamin H. Robbins, Nashville, Tenn. 

Review of Cases Involving the Use of Curare, Robert Popper, Memphis, 
Tenn. 

Intravenous Demerol for Endoscopic Procedures, Rowland D. Hawkins, 
Memphis, Tenn. 

Report on Two Patients Having Two Subsequent Anesthesias Adminis- 
tered Following Cardiac Resuscitation, Robert S. Snyder, Memphis, 
Tenn. 

Analysis Statistics on Administration of Two Antiemetic Drugs (Mare- 
zine and Bonamine) to Approximately 800 Patients for Evaluation of 
Ability to Lower the Incidence of Nausea and Vomiting in Post- 
operative Period, Walter W. Tillman, Springfield, Mo. 

Studies on Local Anesthetics, John Adriani and Walter H. Mannheimer, 
New Orleans. 

General Anesthesia for Pediatric Thoracic Surgery, Robert P. Bergner, 
Louisville, Ky. 

General Anesthesia in Cataract Surgery, R. Douglas Sanders, Wilming- 
ton, Del. 

Tranquilizing Effects of Reserpine, Arch S. Russell Jr. and Robert J. 
Fink, Washington, D. C. 

Anesthesia for Bilateral Thoraco-Lumbar Sympathectomy and Adrenal- 
ectomy in Malignant Hypertension, Paul R. Hackett, Baltimore, and 
Robert B. Dodd, South Bend, Ind. 

Demerol, Continuous Intravenous Drip for Controlled Analgesia, 
Howard M. Ausherman, W. K. Nowill, and Charles R. Stephen, 
Durham, N. C. 


Annual Medical Golf Tournament.—The American Medical 
Golfing Association will hold its 39th tournament June 6 at 
the Atlantic City Country Club, eight miles from the heart of 
Atlantic City. It is a championship layout, with watered greens 
and fairways, with a par of 72. There is also a nine-hole course 
with bent greens and sandtraps available for Fellows of the 
AMGA. Eighteen-hole competition will determine championships 
and will be the basis for the awarding of prizes. There will be 
ample locker and shower facilities and sufficient caddies. 


Tournament play will start at 8:00 a. m., and players may 
tee off up to 2:00 p. m. Breakfast may be had at the club. Buffet 
luncheon, banquet, and green fees are included in the cost of 
the day’s activities. The banquet will be served promptly at 7:00 
p. m. and will be followed by the awarding of prizes. Those 
who would like to join in the good fellowship of this group 
are urged to make advance reservations. All male members of 
the American Medical Association are eligible to join, and if 
planning to attend this year’s AMGA tournament may write to 
Bob Elwell, 3101 Collingwood Blvd., Toledo 10, Ohio, for 
notice and reservation card. Participants in the tournament are 
required to present their home club handicap, signed by the club 
secretary, or accept a handicap set by the AMGA handicap 
committee. No handicap over 30 is allowed. A member absent 
from the annual banquet forfeits his rights to a trophy or prize. 

The Philadelphia committee that will handle the arrangements 
is headed by James McLaughlin, tournament chairman, and 
Lewis Manges Jr., prize chairman, assisted by the following 
doctors: Joseph Beideman, Warren Hoenstein, Barton Young, 
Lewis Wolff, Spurgeon English, and John Howson. The AMGA 
is under the direction of the following officers: F. O. Hendrick- 
son, president, Philadelphia; Baxter N. Timberlake, president- 
elect, Atlantic City; Joseph E. Corr, first vice-president, New 
York City; Paul S. Wyne, second vice-president, San Francisco; 
and D. H. Houston, permanent chairman of advisory committee, 
Seattle. 


Flying Physicians’ Association.—A professional organization is 
being formed of physicians who are pilots or are actively in- 
terested in aviation problems. Dr. Harry D. Vickers, 25 Jackson 
St., Little Falls, N. Y., has been appointed temporary chairman. 
The purposes of the society will be scientific, educational, and 
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social. Discussions of aviation medicine and air safety will form 
the nucleus of the programs. Membership will consist of (1) 
active members: pilots who are physicians and are affiliated 
with the American Medical Association; (2) associate members: 
members of healing arts professions, i. e., dentists and nurses; 
and (3) honorary members: others interested in aviation medi- 
cine. The next national meeting (headquarters to be announced) 
will be held at the American Medical Association Annual Meet- 
ing in Atlantic City, June 6-10. Information may be obtained 
from Dr. Vickers. Because many of the physicians are unable 
to attend national meetings, the organization of local chapters 
is under way. The Mid-West Chapter of Flying Physicians is 
planning a sectional fly-in medical meeting in Chicago, May 7, 
under the chairmanship of Dr. Edward E. Avery, 250 E. Superior 
St., Chicago 11. Flying physicians from Illinois, Indiana, Mich- 
igan, Wisconsin, Minnesota, Iowa, the Dakotas, Kentucky, and 
Ohio are invited to write to Dr. Avery for information and the 
program. 


Meetings on Experimental Biology.—The 39th annual meeting 
of the Federation of American Societies for Experimental Bi- 
ology will be held in the Civic Auditorium, San Francisco, April 
11-15. The component societies of the federation are the Ameri- 
can Physiological Society, American Society of Biological 
Chemists, American Society for Pharmacology and Experimental 
Therapeutics, American Society for Experimental Pathology, 
American Institute of Nutrition, and the American Association 
of Immunologists. The joint session of the federation will be 
held in the Civic Opera House Tuesday at 8 p. m. Dr. D. Murray 
Angevine, Madison, Wis., chairman of the federation board, will 
preside. The topic, “Integration of Cell Structure and Function,” 
will be developed in the following presentations: 
Observations on the Fine Structure of Cells, Keith R. Porter, Ph.D., 
New York. 
Relation Between Cell Structure and Cell Chemistry, George H. Hoge- 
boom, Bethesda, Md. 
Pathology of the Cell Infected with Viruses—Morphological and Bio- 
chemical Aspects, Frederik B. Bang, Baltimore. 
Monday evening will be devoted to showing of the following 
motion pictures in the Civic Auditorium: 
Subcortical Stimulation at Frequencies Ranging from 1,000 to 15,000 
Cycles per Second. 
Ultrasound in Neurology. 
Platelet Agglutination and Petechial Formation in the Hamster Cheek 
Pouch. 
X-Ray Motion Picture Studies of the Heart During Pressure Breathing 
and During Obstruction of the Pulmonary Vascular Bed. 
Hemolytic Streptococci and Phagocytosis: Studies by Phase Contrast 
Microscopy. 
A series of intersociety sessions will be inaugurated at this 
meeting, during which members from various societies who are 
working on a single research problem will present their results 
on a single program. The following intersociety sessions have 
been scheduled for presentation in the health building audi- 
torium: Tuesday, atherosclerosis; Wednesday (all day) and 
Thursday morning, blood clotting. In the Civic Auditorium 
Thursday afternoon and all day Friday the intersociety session 
will be devoted to radiation effects. In all, 1,613 papers have 
been scheduled for the meetings of the component societies. 


FOREIGN 
Seminar Congresses in Neurology and Psychiatry.—lIn its semi- 
nar congresses in neurology and psychiatry the American Medi- 
cal Society of Vienna will present the following programs by 
the medical faculty of the University of Vienna: 
May 10-12, Psychosomatic Medicine; Psychopathology; Psychodynamics. 
July 12-14, Neurology (Neuropathology); Electroencephalography; Elec- 
tromyography. 
Sept. 13-15, Psychoanalysis; Psychotherapy; Psychiatry. 
Oct. 11-13, Child Psychiatry; Marital Problems; Behavior and Brain 
Function. 
Details may be obtained from the American Medical Society 
of Vienna, I. Vienna, Universitatsstrasse 11. Cable: “Ammedic” 


Vienna. 


CORRECTION 

Synovial Tumors.—In the article “Unusual Synovial Tumors” 
in THe Journat (March 12, pages 889 and 890) under the sub- 
head Comment, the words “p-aminosalicylic acid” should have 
been “periodic acid—Schiff.” 
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AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 


1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 


1957 Annual Meeting, New York, June 3-7. 


ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Whitley Hotel, Mont- 
gomery, April 21-23. Dr. Douglas L. Cannon, 537 Dexter Ave., Mont- 
gomery, Secretary. 

AMERICAN ACADEMY OF NEUROLOGY, Shamrock Hotel, Houston, Tex., April 
28-30. Dr. Alexander T. Ross, Indiana University Medical Center, 
Indianapolis 7, Secretary. 

AMERICAN ACADEMY OF TUBERCULOSIS PuHysiIcIANs, Ritz-Carlton Hotel, 
Atlantic City, N. J., Jume 4. Dr. Oscar S. Levin, P. O. Box 7011, 
Denver, Secretary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, Statler Hotel, 
Boston, May 13-14. Dr. Jack Matthews, 1617 Cathedral of Learning, 
University of Pittsburgh, Pittsburgh 13, Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Monterey Lodge, 
Monterey, Calif., May 22-25. Dr. John A. Taylor, 2 East 54th St., 
New York 22, Secretary. 

AMERICAN ASSOCIATION FOR HEALTH, PHysicaL EDUCATION AND RECREA- 
TION, Hotel Statler, Boston, April 17-20. Mr. William F. Meredith, Dept. 
of Physical Education, University of Pennsylvania, Philadelphia 4, 
Secretary. 

AMERICAN ASSOCIATION OF THE History OF Mepicine, Hotel Park Shelton, 
Detroit, May 12-14. Dr. Samuel X. Radbill, 7043 Elmwood Ave., Phila- 
delphia 42, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, San Francisco, April 10-16. 
Dr. F. S. Cheever, University of Pittsburgh School of Public Health, 
Pittsburgh 13, Secretary. 

AMERICAN ASSOCIATION ON MENTAL DerFicrency, Statler Hotel, Detroit, 
May 24-28. Dr. Lloyd N. Yepsen, New Lisbon, N. J., Secretary. 

AMERICAN ASSOCIATION OF RAILWAY SuRGEONS, Drake Hotel, Chicago, 
April 12-14. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN ASSOCIATION FOR THE STUDY OF NEOPLASTIC Diseases, Lord 
Baltimore Hotel, Baltimore, May 5-7. Dr. Bruce H. Sisler, P. O. Box 
268, Gatlinburg, Tenn., Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SurRGERY, Chalfonte-Haddon Hall, 
Atlantic City, N. J., April 24-26. Dr. Paul C. Samson, 3959 Happy 
Valley Rd., Lafayette, Calif., Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, Morrison Hotel, Chicago, April 25-30. 
Dr. Fred W. Wittich, 401 LaSalle Med. Bidg., Minneapolis 2, Secretary. 

AMERICAN COLLEGE OF ANGIOLOGY, Brighton Hotel, Atlantic City, N. J., 
June 4. Dr. Hugh Murphy, 151 East 83d St., New York, Secretary. 

AMERICAN COLLEGE OF CARDIOLOGY, Hotei Biltmore, New York, May 
19-21. Dr. Philip Reichert, 140 West 57th St., New York 19, Secre- 
tary. 

AMERICAN COLLEGE OF CHEST PHysICcIANs, Atlantic City, N. J., June 2-5. 
Mr. Murray Kornfeld, 112 East Chesnut St., Chicago 11, Executive 
Director. 

AMERICAN COLLEGE OF PuysIciANs, Benjamin Franklin and Bellevue-Strat- 
ford Hotels, Philadelphia, April 25-29. Mr. E. R. Loveland, 4200 Pine 
St., Philadelphia 4, Executive Secretary. 

AMERICAN DERMATOLOGICAL ASSOCIATION, Bellevue-Biltmore Hotel, Belle- 
air, Fla., April 17-21. Dr. J. Lamar Callaway, Duke Hospital, Durham, 
N. C., Secretary. 

AMERICAN DIABETES ASSOCIATION, Chalfonte-Haddon Hall, Atlantic City 
N. J., June 4-5. Dr. John A. Reed, 1 East 45th St., New York 17, 
Secretary 

AMERICAN FEDERATION FOR CLINICAL RESEARCH, Haddon Hall, Atlantic 
City, N. J., May 1. Dr. Lawrence E. Hinkle Jr., 525 East 68th St., 
New York 21, Secretary. 

AMERICAN GASTROENTEROLOGICAL AssoOcIATION, Claridge Hotel, Atlantic 
City, N. J., June 3-4. Dr. H. Marvin Pollard, University Hospital, Ann 
Arbor, Mich., Secretary. 

AMERICAN GERIATRICS SociETY, Hotel Roosevelt, New York, April 21-22. 
Dr. Malford W. Thewlis, 25 Mechanic St., Wakefield, R. I., Secretary. 

AMERICAN GOITER AssociATION, Skirvin Hotel, Oklahoma City, April 28-30. 
Dr. John C. McClintock, 149% Washington Ave., Albany 10, N. Y., 
Secretary. 

AMERICAN GYNECOLOGICAL Society, Chateau Frontenac, Quebec, Canada, 
May 23-25. Dr. John I. Brewer, 104 S. Michigan Blvd., Chicago 3, 
Secretary. 

AMERICAN MEDICAL WOMEN’S ASSOCIATION, Hotel Dennis, Atlantic City, 
N. J., June 2-5. Miss L. T. Majally, 1790 Broadway, New York 19, 
Executive Secretary. 

AMERICAN OPHTHALMOLOGICAL Society, Greenbrier Hotel, White Sulphur 
Springs, W. Va., June 2-4. Dr. Maynard C. Wheeler, 30 West 59th St., 
New York 19, Secretary. 

AMERICAN PuysioLocicaL Society, San Francisco, April 11-16. Dr. W. F. 
Hamilton, Medical College of Georgia, Augusta, Ga., Secretary. 
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AMERICAN ProcTOLoGic Society, Hotel Statler, New York, June 1-4. 
Dr. Karl Zimmerman, 3500 Fifth Ave., Pittsburgh 13, Secretary 

AMERICAN PSYCHIATRIC ASSOCIATION, Traymore and Claridge Hotels, 
Atlantic City, N. J., May 9-13. Dr. William Malamud, 80 East Concord 
St., Boston 18, Secretary. 

AMERICAN PsyCHOSOMATIC Society, Claridge Hotel, Atlantic City, N. J., 
May 4-5. Dr. Theodore Lidz, 333 Cedar St., New Haven 11, Conn., 
Secretary. 

AMERICAN RapDiuM Society, Shoreham Hotel, Washington, D. C., April 
21-23. Dr. Robert E. Fricke, 102 Second Ave. S.W., Rochester, Minn., 
Secretary. 

AMERICAN RHEUMATISM ASSOCIATION, Hotel Dennis, Atlantic City, N. J., 
June 3-4. Dr. William H. Kammerer, 33 East 61st St., New York 21, 
Secretary. 

AMERICAN SOCIETY OF BIOLOGICAL CHEMISTS, Palace Hotel, San Francisco, 
Apr. 10-15. Dr. Philip Handler, Duke University, Durham, N. C., 
Secretary. 

AMERICAN SOCIETY FOR CLINICAL INVESTIGATION, Haddon Hall, Atlantic 
City, N. J., May 2. Dr. J. D. Meyers, 622 West 168th St., New York 
32, Secretary. 

AMERICAN SOCIETY FOR EXPERIMENTAL PATHOLOGY, San Francisco, April 
10-16. Dr. Cyrus C. Erickson, 874 Union Avenue, Memphis 3, Tenn., 
Secretary. 

AMERICAN SOCIETY OF MAXILLOFACIAL SURGEONS, Brown Hotel, Louisville, 
Ky., May 9-11. Dr. John A. Drummond, 1414 Drummond St., Montreal, 
Canada, Secretary 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEUTICS, 
San Francisco, April i0-16. Dr. Carl C. Pfeiffer, Emory University 
School of Medicine, Emory University, Ga., Secretary. 

AMERICAN SOCIETY FOR THE STUDY OF STERILITY, Ritz-Carlton Hotel, 
Atlantic City, N. J., June 3-5. Dr. Herbert H. Thomas, 920 South 19th 
St., Birmingham, Ala., Secretary. 

AMERICAN SURGICAL ASSOCIATION, The Warwick, Philadelphia, April 27-29. 
Dr. R. Kennedy Gilchrist, 59 East Madison St., Chicago 3, Secretary. 
AMERICAN THERAPEUTIC Society, Shelburne Hotel, Atlantic City, N. J., 
June 2-5. Dr. Oscar B. Hunter Jr., 915 Nineteenth St. N.W., Washing- 

ton 6, D. C., Secretary. 

AMERICAN TRUDEAU Society, Schroeder Hotel, Milwaukee, May 23-27. 
Dr. W. G. Childress, 1790 Broadway, New York 19, Secretary. 

AMERICAN UROLOGICAL ASSOCIATION, Hotel Biltmore, Los Angeles, May 
16-19. Dr. Charles H. deT. Shivers, 121 South Illinois Ave., Atlantic 
City, N. J., Secretary. 

AMERICAN VENEREAL DISEASE ASSOCIATION, Washington, D. C., Apr. 28-29. 
Dr. John C. Hume, 615 N. Wolfe St., Baltimore 5, Secretary. 

ARIZONA MEDICAL ASSOCIATION, El Conquistador, Tucson, May 4-7. Dr. 
Dermont W. Melick, 401 Security Building, Phoenix, Secretary. 

ARKANSAS MreopicaL Soctety, Arlington Hotel, Hot Springs, May 29-June 1. 
Dr. J. J. Monfort, 215 Kelley Bldg., Fort Smith, Secretary. 

ASSOCIATION OF AMERICAN Puysicians, Chalfonte-Haddon Hall, Atlantic 
City, N. J., May 3-4. Dr. W. Barry Wood Jr., 600 S. Kingshighway 
Bivd., St. Louis 10, Secretary. 

CALIFORNIA MEDICAL AssoctiATION, Palace Hotel, San Francisco, May 1-5. 
Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive Secretary. 

CATHOLIC HosPrtaAL ASSOCIATION OF THE U. S. AND CANADA, Kiel Audi- 
torium, St. Louis, May 16-19. Mr. M. R. Kneifl, 1438 South Grand 
Blivd., St. Louis 4, Executive Secretary. 

CONNECTICUT STATE MEDICAL SocrEty, Stratford High School, Stratford, 
April 26-28. Dr. Creighton Barker, 160 St. Roman St., New Haven, 
Executive Secretary 

EASTERN STATES HEALTH EDUCATION CONFERENCE, New York Academy of 
Medicine, New York, April 21-22. Dr. Iago Galdston, 2 East 103rd St., 
New York 29, Secretary. 

FEDERATION OF AMERICAN SOCIETIES FOR EXPERIMENTAL BioLtocy, San 
Francisco, April 11-15. Dr. M. O. Lee, 2101 Constitution Avenue, 
Washington, D. C., Secretary. 

GeorGiIA, MEDICAL ASSOCIATION OF, Bon Air Hotel, Augusta, May 1-4. 
Mr. Milton D. Kreuger, 875 West Peachtree St., Atlanta, Executive 
Secretary. 

Hawatn Mepicat Association, Honolulu, May 5-8. Dr. Samuel L. Yee, 
510 South Beretania St., Honolulu 13, Secretary. 

Itttnois STATE Mepicat Society, Hotel Sherman, Chicago, May 17-20. 
Dr. Harold M. Camp, 224 South Main St., Monmouth, Secretary. 

INDUSTRIAL MEDICAL AssocIATION, Buffalo, N. Y., April 23-29. Dr. Glenn 
Gardiner, Inland Steel Co., East Chicago, Ind., Secretary. 

Iowa State Mepicat Society, Veterans’ Memorial Auditorium, Des 
Moines, April 24-27. Dr. R. F. Birge, 529 36th St., Des Moines 12, 
Secretary. 

Kansas Mepicat Society, Baker Hotel, Hutchinson, May 1-5. Dr. J. A. 
Butin, 315 West Fourth St., Topeka, Secretary. 

LoutstiaNa STATE MEDICAL Society, Roosevelt Hotel, New Orleans, May 
2-4. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Balti- 
more, April 21-23. Dr. Everett S. Diggs, 1211 Cathedral St., Baltimore, 
Secretary. 

MASSACHUSETTS MEDICAL Society, Hotel Statler, Boston, May 17-19. Dr. 
Robert W. Buck, 22 Fenway, Boston 15, Secretary. 

MepicaL LiBRARy ASSOCIATION, Hotel Schroeder, Milwaukee, May 17-20. 
Miss Esther Judkins, Rockefeller Institute, 66th St. at York Ave., New 
York 21, Secretary. 

MepicaL Society Executives CONFERENCE, Ritz-Carlton Hotel, Atlantic 
City, N. J., June 4. Mr. W. H. Bartleson, 3036 Gillham Road, Kansas 
City 8, Mo., Secretary. 
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Mip-CENTRAL STATES OrTHOPAEDIC Society, Sheraton Hotel and St. Louis 
Medical Society Auditorium, St. Louis, April 15-16. Dr. H. O. Anderson, 
3244 East Douglas St., Wichita, Kans., Secretary. 

MIDWEST REGIONAL CONFERENCE, AMERICAN PSYCHIATRIC ASSOCIATION, 
Nebraska Psychiatric Institute, Omaha, Apr. 22-23. Dr. Harold R. 
Martin, Nebraska Psychiatric Institute, Omaha, Chairman, Program 
Committee. 

MINNESOTA STATE MEDICAL ASSOCIATION, Hotel Radisson, Minneapolis, 
May 23-25. Mr. R. R. Rosell, Lowry Medical Arts Bldg., St. Paul 2, 
Executive Secretary. 

MISSISSIPPI STATE MEDICAL ASSOCIATION, Hotel Buena Vista, Biloxi, May 
10-12. Mr. Rowland B. Kennedy, 860 Milner Bidg., Jackson, Executive 
Secretary. 


NATIONAL TUBERCULOSIS ASSOCIATION, Hotel Schroeder, Milwaukee, May 
23-27. Dr. James E. Perkins, 1790 Broadway, New York 19, Managing 
Director. 


NEBRASKA STATE MEDICAL ASSOCIATION, Hotel Paxton, Omaha, May 16-19, 
Dr. R. B. Adams, 1315 Sharp Bldg., Lincoln, Secretary. 


New Jersey, MepDicaL Society or, Ambassador Hotel, Atlantic City, 
April 17-20. Dr. Marcus H. Greifinger, 315 West State St., Trenton 8, 
Secretary. 


New Mexico Mepbicat Society, Hilton Hotel, Albuquerque, May 4-6, 
Mr. Ralph R. Marshall, 223 First National Bank Bldg., Albuquerque, 
Executive Secretary. 


New York, MEDICAL SOCIETY OF THE STATE OF, Hotel Statler, Buffalo, 
May 9-13. Dr. Walter P. Anderton, 386 Fourth Avenue, New York 16, 
Secretary. 


NorTH AMERICAN CHAPTER, INTERNATIONAL SOCIETY OF ANGIOLOGY, Chal- 
fonte-Haddon Hall, Atlantic City, N. J., June 4. Dr. Henry Haimovici, 
105 East 90th St., New York 28, Secretary. 


NorTH CAROLINA, MEDICAL SOCIETY OF THE STATE OF, Hotel Carolina, 
Pinehurst, May 2-4. Mr. James T. Barnes, 203 Capitol Club Building, 
Raleigh, Executive Secretary. 

NortH Dakota STATE MEDICAL AssociATION, Hotel Prince, Bismarck, 
April 30-May 3. Dr. E. H. Boerth, Box 1198, Bismarck, Secretary. 


Outo STATE MEDICAL ASSOCIATION, Netherland-Plaza Hotel, Cincinnati, 


April 19-21. Mr. Charles S. Nelson, 79 E. State St., Columbus 15, 
Executive Secretary. 


OKLAHOMA STATE MEDICAL ASSOCIATION, Mayo Hotel, Tulsa, May 8-11. 
Mr. R. H. Graham, 1227 Classen Drive, Oklahoma City, Executive 
Secretary. 

PaciFic NORTHWEST SOCIETY OF PLASTIC AND RECONSTRUCTIVE SURGEONS, 
Spokane, Wash., May 21. Dr. E. E. Banfield, Medical Arts Bidg., 
Tacoma 2. Washington, Secretary. 

RHODE IsLAND MepicaL Society, Rhode Island Medical Society Library, 
Providence, May 4-5. Dr. Thomas Perry Jr., 106 Francis St., Providence 
3, Secretary. 

Rocky MOUNTAIN MEDICAL CONFERENCE, Hilton Hotel, Albuquerque, 
N. Mex., May 4-6. Mr. Ralph R. Marshall, 223-224 First National Bank, 
Albuquerque, N. Mex., Secretary. 


SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 
IDAHO, Sun Valley, Sun Valley Lodge, April 18-20. Dr. James H. 
Hawley, 105 North 8th St., Boise, Chairman. 
ManitosBa, Winnipeg, The Fort Garry, April 25-26. Dr. Pas! H. T. 
Thorlakson, Winnipeg Glinic, Winnipeg, Manitoba, Chairman. 
SOCIETY OF AMERICAN BACTERIOLOGISTS, Statler Hotel, New York, May 
8-13. Dr. John Hays Bailey, Sterling Winthrop Research Institute, 
Rensselaer, N. Y., Secretary. 


Society FOR INVESTIGATIVE DERMATOLOGY, Ritz-Carlton Hotel, Atlantic 
City, N. J., June 4-5. Dr. Herman Beerman, 255 South 17th St., 
Philadelphia 3, Secretary. 

Sou1H CAROLINA MEDICAL ASSOCIATION, Francis Marion Hotel, Charleston, 
May 10-12. Dr. Robert Wilson, 165 Rutledge Ave., Charleston, 
Secretary. 

SoutH Dakota STATE MEDICAL ASSOCIATION, Lawler Hotel, MitcheH, May 
21-24. Dr. G. I. W. Cottam, 300 First National Bank Bidg., Sioux 
Falls, Secretary. 

SOUTHERN BRANCH, AMERICAN PuBLIC HEALTH ASSOCIATION, New Orleans, 
May 11-13. Dr. Frank M. Hall, P. O. Box 491, Gainesville, Fia., 
Secretary. 

STUDENT AMERICAN MEDICAL ASSOCIATION, Sherman Hotel, Chicago, May 
6-8. Mr. Russell F. Staudacher, 510 N. Dearborn St., Chicago 10, 
Executive Secretary. 

TENNESSEE STATE MEDICAL ASSOCIATION, Read House, Chattanooga, April 
10-13. Dr. R. H. Kampmeier, 706 Church St., Nashville 3, Secretary. 
Texas MEDIcAL AssociaTIONn, Texas Hotel, Fort Worth, April 24-27. Dr. 

J. M. Travis Sr., 1801 North Lamar Blvd., Austin, Secretary. 

THe Enpocrie Society, Chalfonte-Haddon Hall, Atlantic City, N. J., 
June 2-4. Dr. Henry H. Turner, 1200 N. Waiker St., Oklahoma City 3, 
Secretary. 

UniTED STATES-MExIco BorDEeR Pustic HEALTH ASSOCIATION, Hotel del 
Bosque, Mexico, D. F., May 6-9. Dr. Sidney B. Clark, 204 U. S. Court, 
El Paso, Texas, Secretary. 

WESTERN BRANCH, AMERICAN PusBLic HEALTH AssociaTION, Phoenix, Ariz., 
April 19-22. Mrs. L. Amy Darter, Diyision of Laboratories, State Dept. 
of Public Health, Berkeley, Calif., Secretary. 
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WESTERN INDUSTRIAL Mepicat AssociaTion, Sir Francis Drake Hotel, San 
Francisco, April 30. Dr. Edward J. Zaik, 740 S. Olive St., Room 320, 
Los Angeles 14, Secretary. 

WISCONSIN, STATE Mepicat Society or, Hotel Schroeder, Milwaukee, 
May 3-5. Mr. Charles H. Crownhart, 704 East Gorham St., Madison 3, 
Secretary. 


FOREIGN AND INTERNATIONAL 

ASSOCIATION OF SURGEONS OF GREAT BRITAIN AND IRELAND, University of 
Glasgow, Glasgow, Scotland, April 14-16. Dr. Henry W. S. Wright, 45 
Lincoln's Inn Fields, London W.C.2, England, Hon. Secretary. 

AUSTRALASIAN MEDICAL Conaress, Sydney, N.S.W., Australia, Aug. 20-27. 
For information write: Federal Council of the B.M.A. in Australia, 135 
Macquaire St., Syndey, N.S.W., Australia. 

BritisH MEDICAL AssociaTION, Representative Meeting, London, England, 
June 1-4. Dr. A. Macrae, B.M.A. House, Tavistock Square, London, 
W.C.1, England, Secretary. 

CANADIAN AND BRITISH MEDICAL ASSOCIATIONS, Joint Meeting, Toronto, 
Canada, June 20-22. Dr. Arthur D. Kelly, 244 St. George St., Toronto, 
Canada, General Secretary. 

COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25. Mr. J. H. Harley Williams, Tavisiock 
House North, Tavistock Square, London, W.C.1, England, Secretary 
General. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF APPLIED PsycHoLoGy, Lon- 
don, England, July 18-23. Dr. C. B. Frisby, National Institute of Indus- 
trial Psychology, 14 Welbeck St., London, W.1, England, President. 

CONGRESS UF INTERNATIONAL ASSOCIATION OF PSYCHOTECHNOLOGY, London, 
England, July 18-23. For information write: Dr. C. B. Frisby, Director, 
National Institute of Industrial Psychology, 14 Welbeck St., London, 
W.1, England. 

CONGRESS OF THE INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE 
Broncut, Stockholm, Sweden, June 18-19, For information write: Dr. 
J. M. Lemoine, 187 boulevard St. Germain, Paris 7°, France. 

CONGRESS OF INTERNATIONAL DIABETES FEDERATION, Cambridge, England, 
July 4-8. Mr. James G. L. Jackson, 152 Harley St., London, W.1, Eng- 
land, Executive Secretary General. 

CONGRESS OF INTERNATIONAL SOCIETY OF SURGERY, Copenhagen, Denmark, 
July 23-29. Dr. L. Dejardin, 141 rue Belliard, Brussels, Belgium, General 
Secretary. 

EuropraNn CONGRESS ON RHEUMATISM, Scheveningen, The Hague, Nether- 
lands, June 13-17. Dr. H. van Swaay, Pieter Bothstraat 12, The Hague, 
Netherlands, Secretary. 

HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Bournemouth, 
England, April 26-29. Mr. P. Arthur Wells, Royal Sanitary Institute, 90 
Buckingham Palace Road, London, S.W.1, England, Secretary. 

HISPANO-PORTUGUESE CONGRESS OF OBSTETRICS AND GYNECOLOGY, Seville, 
Spain, April 13-16. Dr. M. Recasens, Calle Munoz Olive 7, Seville, Spain, 
General Secretary. 

INTER-AMERICAN CONGRESS OF RaADICLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29. Dr. Eugene P. Pendergrass, 3400 Spruce 
St., Philadelphia 4, Pa., U. S. A., Secretary General. 

INTERNATIONAL ANATOMICAL CONGRESS, Paris, France, July 25-30. Prof. Gas- 
ton Cordier, 45, rue des Saints-Péres, Paris 6°, France, Secretary General. 

INTERNATIONAL CONGRESS OF ACUPUNCTURE, Paris, France, May 14-17. 
Dr. J. Gillet, Avenue Franklin D. Roosevelt, 8/111, Paris 8°, France, 
Secretary. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-13. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 
7°, France, Secretary General. 

INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, Fribourg, 
Switzerland, Sept. 2-5. For information write: Dr. Gerson, 4 rue Pasquier, 
Paris 8°, France. 

INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Brussels, Beigium, Aug. 1-6. 
Prof. C. Liebecq, 17 Place Delcour, Liége, Belgium, Secretary General. 

INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Lausanne, Switzer- 
land, May 26-31. Professor Hauduroy, 19 rue Cesar Roux, Lausanne, 
Switzerland, Secretary General. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 11-18. 
For information write: Dr. Carroll, 28 Weymouth St., London, W.1, 
England. 

INTERNATIONAL CONGRESS OF EUROPEAN SOCIETY OF HAEMATOLOGY, Freiburg 
i,Br., Germary, Sept. 20-24. Prof. Dr. L. Heilmeyer, Hugstetter Strasse 
55, Freiburg i,Br., Germany, Chairman, 

INTERNATIONAL CONGRESS OF LIBRARIANSHIP AND DOCUMENTATION, Brussels, 
Belgium, Sept. 11-18. For information write: Dr. A. C. Breycha-Vauthier, 
Librarian, United Nations, Geneva, Switzerland. 

INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, London, England, Sept. 
12-17. Dr. W. H. McMenemey, Maida Vale Hospital for Nervous Dis- 
eases, London, W.9, England, Secretary. 

INTERNATIONAL CONGRESS OF PLASTIC SURGERY, Stockholm, Sweden, Aug. 
1-4, and Uppsala, Sweden, Aug. 5. Dr. Tord Skoog, Uppsala, Sweden, 
General Secretary. 

INTERNATIONAL CONGRESS ON URINARY LiTuiasts, Evian, France, Sept. 2-4. 
Mr. Rossollin-Grandville, Direction Cachet, Evian (Hte-Savoie), France, 
Secretary General. 

INTERNATIONAL CONGRESS OF Uro.tocy, Athens, Greece, April 10-18. Dr. 
Z. Kaires, 25, rue Voukourestion, Athens, Greece, Secretary General. 
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INTERNATIONAL Hospitat Conoress, Lucerne, Switzerland, May 29-June 3. 
Capt. J. E. Stone, International Hospital Federation, 10 Old Jewry, 
London, E.C.2, England, Hon. Secretary. 

INTERNATIONAL MEDICAL CONGRESS, Verona, Italy, Sept. 1-4. For informa- 
tion write: c/o Offices of the International Verona Fair, Piazza Bra., 
Verona, Italy. 

INTERNATIONAL SOCIETY FOR THE STUDY OF BIOLOGICAL RHYTHMS, Stock- 
kolm, Sweden, Sept. 15-17. For information write: Prof. Ture Petrén, 
Karolinska Institutet, Stockholm 60, Sweden. 

INTERNATIONAL SURGICAL CONGRESS, Geneva, Switzerland, May 23-26. Dr. 
Max Thorek, 1516 Lake Shore Drive, Chicago, Illinois, U. S. A., Secre- 
tary General. 

INTERNATIONAL SYNDICATE OF GYNECOLOGISTS AND OBSTETRICIANS, Meeting 
Hall of Medical Societies, Paris, France, June 27-28. Dr. Jacques Cour- 
tois, 1, rue Racine, Saint-Germain-en-Laye (S & O), France, Secretary 
General. 

IRISH OPHTHALMOLOGICAL Society, Dublin, Ireland, May 12-14. 

Mippie East MepicaL ASsEMBLY, Campus of American University of 
Beirut, Beirut, Lebanon April 22-24. Dr. John L. Wilson, American 
University of Beirut, Beirut, Lebanon, Chairman. 

NEURORADIOLOGIC SYMPOSIUM, London, England, Sept. 13-17. Dr. R. D. 
Hoare, National Hospital, Queen Square, London, W.C.1, England, 
Secretary. 

PaN AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan. 
9-14, 1956. Dr. Rene Contardo, Huerfanos 930, Of. 74, Santiago, Chile, 
Secretary General. 

PaN AMERICAN CONGRESS ON RHEUMATIC Diseases, Rio de Janeiro and 
Sao Paulo, Brazil, S. A., Aug. 14-20. For information write: Dr. 
Waldemar Bianchi, 126 Avenida Franklin D. Roosevelt, Rio de Janeiro, 
Brazil, S. A. 

VENEZUELAN CONGRESS OF MEDICAL Sciences, Caracas, Venezuela, S. A., 
Nov. 18-26. Dr. A. L. Briceno Rossi, Apartado 4412, Ofic. del Este, 
Caracas, Venezuela, S. A., Secretary General. 

Wor.p CONGRESS OF ANESTHESIOLOGISTS, Scheveningen, Netherlands, Sept. 
5-10. For information write: Mr. W. A. Fenterer van Vlissingen, Noord- 
Houdringelaan, 24, Bilthoven, Netherlands. 

WortD FEDERATION FOR MENTAL HEALTH, Istanbul, Turkey, Aug. 21. For 
information write: Miss E. M. Thornton, 19 Manchester St., London, 
W.1, England. 

Wortp Mepicat Association, Vienna, Austria, Sept. 20-26. Dr. Louis H. 
Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., Secretary 
General. 





EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BOARD OF MepicaL Examiners: Parts I and Il in 1955. April 
19-20 (Part II only), June 21-22, Sept. 6-7 (Part I only). Candidates may 
file applications at any time, but the National Board must receive them 
at least six weeks before the date of the examination. New candidates 
should apply by formal registration; registered candidates should notify 
the board by letter and forward their fees. Exec. Sec., Dr. John B. 
Hubbard, 133 South 36th St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. July 15. Final date for 
filing applications was Jan. 15, Oral. New York City, Oct. 23-27. Sec., 
Dr. Curtiss B. Hickcox, 80 Seymour St., Hartford 15. 


AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY: Written. Various 
centers, June 30. Oral. Washington, D. C., Oct. 14-16. To be eligible, 
candidates must complete 36 months of training by October 1. Final date 
for filing application was March 15. Exec. Sec., Miss Janet Newkirk, 129 
E. 52nd St., New York 22. 


AMERICAN BOARD OF INTERNAL MEDICINE: Oral. Philadelphia, May 4-5; 
Washington, D. C., May 6-7; Portland, Ore., Sept. 14-16; Chicago, 
Nov. 30-Dec. 1. Subspecialties. Gastroenterology. Philadeiphia, April 
22-23. Cardiovascular Disease. Chicago, Nov. 30. The closing date for 
acceptance of applications for gastroenterology was Feb. 1, and for 
cardiovascular disease the closing date is June 1. Exec. Sec., Dr. William 
A. Werrell, 1 West Main St., Madison 3, Wis. 


AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Oral. St. Louis, April 28-30. 
New Haven, November. Oral examinations given in Spring and Fall. 
Final date for filing application for the Spring examination is October 1; 
for the Fall examination April 1. Sec., Dr. Leonard T. Furlow, Wash- 
ington University School of Medicine, St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part II. Oral and 
Clinical Examination. Chicago, May 11-20. Candidates who participated 
in the Part I examinations will be notified of their eligibility for the 
Part II examinations as soon as possible. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6. 
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AMERICAN BOARD OF OPHTHALMOLOGY: Practical Examinations. Philadel- 
phia, May 27-30; Chicago, Oct. 9-14, Final date for filing application for 
1955 practical examination was July 1, 1954. Written. January, 1956. 
Final date for filing application is July 1. Sec., Dr. Merrill J. King, 56 
Ivie Road, Cape Cottage, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SurGERY: Part I. Various locations, 
April. Final date for filing applications was Nov. 30, 1954. Sec., Dr. 
Harold A. Sofield, 122 South Michigan Ave., Chicago 3. 

AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 3-7. Final date 
for filing application is April. Sec., Dr. Dean M. Lierle, University 
Hospitals, lowa City. 

AMERICAN BoarD OF PATHOLOGY: Written and Practical Examination for 
Pathologic Anatomy and Clinical Pathology. Houston, April 4-6. Sec., 
Dr. William B. Wartman, 303 E. Chicago Ave., Chicago. 

AMERICAN BoarD OF PepDiaTRics: Oral. New York City, June 10-12; Chi- 
cago, Oct. 7-9; and Washington, D. C., Dec. 2-4. Admin. Sec., Mrs. 
John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION: Philadel- 
phia, June 10-12. The final date for filing applications was March 1. 
Sec., Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago 2. 

AMERICAN BoOarD OF PLasTic SuRGERY: Entire Examination. Washington, 
D. C., April 30-May 2. Final date for filing case reports was Jan. 1. 
Corres. Sec., Miss Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 


AMERICAN BOARD OF PREVENTIVE MEDICINE: Certification in Public Health. 
Berkeley, New York, Boston, Baltimore, Minneapolis, and New Orleans, 
April 14-15; Kansas City, Mo., Nov. 10-12. Sec.-Treas., Dr. Ernest L. 
Stebbins, 615 N. Wolfe St., Baltimore 5. 

AMERICAN BOARD OF ProctToLoGy: Part I. Philadelphia, May 7. It is possible 
that simultaneous examinations may be held in two other cities depending 
upon the geographic locations of candidates. Part II. Philadelphia, Sept. 
17. Sec., Dr. Stuart T. Ross, 131 Fulton Ave., Hempstead, N. Y. 

AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: San Francisco, mid- 
October; New York City, December. Sec., Dr. David A. Boyd, 102-110 
Second Ave. S.W., Rochester, Minn. 

AMERICAN BoarD OF RapioLoGy: Chicago, week of May 22; week of 
Dec. 4. Final date for filing applications for the spring examination was 
Dec. 1, 1954. Candidates who will complete the required three years’ 
training by June 30 will be eligible to appear for examination in May, and 
those candidates who will complete their training by Dec. 31 will be 
eligible to appear for examination in the fall. Sec., Dr. B. R. Kirklin, 429 
First National Bank Bldg., Rochester, Minn. 

AMERICAN BoarD OF SuRGERY: Part II. San Francisco, April 18-19; Boston, 
May 16-17; Philadelphia, June 13-14. Sec., Dr. John B. Flick, 255 S. 
Fifteenth St., Philadelphia 2. 

THe Boarp oF THORACIC SURGERY: Written. September. Final date for 
filing applications is July 1. Sec., Dr. Wm. M. Tuttle, 1151 Taylor Ave., 
Detroit 2. 
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The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THe JouRNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 
Sunday, April 10 


CBS-TV, 4:30 p. m. EST. “Search” presents the first of 
two programs on research into mental illness conducted at 
Tulane University School of Medicine. 


Monday, April 11 
NBC-TV, 9 p. m. EST. “Medic” shows new methods of 
diagnosis and treatment of tuberculosis in a story called 
“Physician, Heal Thyself.” 


Tuesday, April 12 


ABC-TV, 7:30 p. m. EST. “Cavalcade of America” delves 
into medical history to tell of Dr. George Minot’s discovery 
of a treatment for pernicious anemia. 


MAGAZINES 


Successful Farming, April, 1955 


“Dieting Is Easy—When We Do It Together,” by Edith 
Johnson 


In Winnebago County, Illinois, the University of Illinois 
Extension Service and the farm bureau joined with the 





J.A.M.A., April 9, 1955 


local medical society and other community groups in a 
weight reduction program. More than 150 obese persons 
signed up for class instructions on how to take off weight, 


Ladies’ Home Journal, April, 1955 


“Women Need No Longer Die of Their No. 1 Cancer Foe,” 

by Gladys Denny Shultz 
“It is now agreed that cancer of the cervix is the one form 
of cancer that can be brought under control by early diag. 
nosis. . . . Techniques now exist not only for diagnosing 
cervical cancer in its very earliest stages, but in some in- 
stances before it has become a cancer at all!” The author 
calls the Papanicolaou vaginal-smear technique “by far the 
most important weapon against cervical cancer right now.” 


“Are We Scaring Ourselves to Death,” by Dorothy Thompson 


The author says popular medical articles and voluntary 
societies who raise funds to fight various ailments have cre- 
ated a “philosophy of fear.” She thinks it would be better 
to “advertise what research has already done to increase 
your health and mine and prolong our lives.” The article 
summarizes recent accomplishments in many areas of 
medicine. 


Coronet, April, 1955 
“Candy That Makes You Thin,” by Gerold Nelson 


Dr. Charles A. Brusch, Cambridge, Mass., conducted a test 
on 240 obese men and women to determine which of four 
types of “appetite depressants” were most effective in con- 
junction with a diet. His conclusion: low-calorie candy 
are better than bulk, dextro-amphetamine, or lozenges 
containing vitamins and minerals. 


Pageant, May, 1955 


“Go Ahead and Smoke,” by Dr. William F. Rienhoff Jr., as 
told to Henry Lee 


A Johns Hopkins surgeon says that excessive smoking— 
like any other excesses—is bad but “if you enjoy cigarette 
smoking, go ahead in moderation.” He claims that “there 
is no evidence, statistically or clinically, that confirms any 
association between cigarette smoking and lung cancer.” 


“A Sneak Preview of Your Unborn Baby” 


The article offers charts and information as a “blueprint 
of probabilities” for expectant parents wondering what their 
offspring will be like. Science can give ideas on eye and hair 
color and type of hair and height, but determination of sex 
is still a toss-up. 


McCall’s, April, 1955 


“Never Forget Your Vitamin C,” by Dr. Frederick J. Stare 
and Julia Shea 


Because vitamin C is not stored in the body to any appre- 
ciable extent, foods containing this vitamin should be in- 
cluded in daily diets. “While there is still no clear-cut under- 
standing of how the vitamin works, it is agreed that liberal 
daily use . . . benefits one’s health.” 


“There’s a New Way to Remove the Scars of Acne,” by Allison 

Wythe 
The author says the best way to avoid a prolonged case of 
acne pimples and scars is to see a good doctor. If the skin 
is left pitted a new technique is now used to remove the 
scars: the skin is frozen with a spray of ethyl chloride until 
it is entirely anesthetized and rigid. Then, the scars are 
planed down with a small electrically-operated stainless- 
steel brush that revolves at speeds up to 12,000 rpm. 


American Weekly, April 10, 1955 


“At Last a New Drug to Stop Those Hiccups,” by William 
Engle 


A report on the use of chlorpromazine as a therapeutic agent 
for intractable hiccups. 
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DEATHS 


Hume, Arthur M. ® Owosso, Mich.; born in Medina, Mich., in 
1859; Detroit Medical College, 1881; member of the House of 
Delegates of the American Medical Association in 1909; past 
president of the Michigan State Medical Society and the Shiawas- 
see County Medical Society; for 10 years served on the state 
board of registration; fellow of the American College of Sur- 
geons; veteran of the Spanish-American War and World War I; 
served as president of the school board and mayor of Owosso, 
where in 1948 he was honored with a civic testimonial dinner; 
for many years chief surgeon for the Ann Arbor Railroad; in 
1951 Wayne University honored him for his achievements by a 
citation presented on alumni day; on the staff of the Memorial 
Hospital, where he died Feb. 14, aged 95, of coronary throm- 
bosis. 


Hoge, Solomon Fisher ® Leavenworth, Kan.; born in Waynes- 
burg, Pa., in 1886; University of Pennsylvania School of Medi- 
cine, Philadelphia, 1915; specialist certified by the American 
Board of Pathology; member of the West Virginia State Medical 
Association; founding fellow of the College of American Pathol- 
ogists; served as secretary-treasurer of the Arkansas Tuberculosis 
Association; at one time professor of pathology and bacteriology 
at the University of Arkansas School of Medicine in Little Rock; 
served during World Wars I and II; formerly associated with the 
Veterans Administration hospitals in Fayetteville, Ark., and 
Wadsworth, Kan., where he died Dec. 26, 1954, aged 68, of 
cancer. 


Spruance, Horace Evans @ Lieutenant, U. S. Navy, retired, San 
Diego, Calif.; born in Smyrna, Del., July 31, 1890; Jefferson 
Medical College of Philadelphia, 1915; appointed lieutenant 
(j. g.), Naval Reserve Force, in 1917; subsequently transferred 
to the regular Navy; retired for physical disability in 1924; 
served tours of duty in the Naval Medical School, Naval Hos- 
pital, and Navy Yard, Washington, D. C.; served also in the 
U. S. S. Cleveland, Pyro, Aroostook, and Melville; served at 
the Naval Training Station, San Francisco, and the Naval Train- 
ing Camp and Naval Air Station, San Diego, Calif., and in the 
Naval Hospital, New York; died in the Naval Hospital Feb. 20, 
aged 64, of bronchogenic carcinoma with metastases. 


Horr, Edward Franklin @ Barneveld, N. Y.; born in Bridgeport, 
Conn., Jan. 6, 1869; Columbia University College of Physicians 
and Surgeons, New York, 1894; an associate member of the 
American Medical Association; served in Cuba in the Spanish- 
American War; during the Philippine Insurrection was in charge 
of a base hospital on Mindanao; later served for three years as 
surgeon of the South American expedition of the Peabody 
Museum of Harvard University; subsequently was associated 
with Santo Tomas Hospital in Panama; for many years president 
of the board of education of Barneveld, and the municipality's 
health officer; died in Utica Feb. 21, aged 86, of cerebral hemor- 
rhage. 


Stewart, Edwin Frederick, Fair Haven, N. J.; born in Oswego, 
N. Y., Feb. 10, 1875; Long Island College Hospital, Brooklyn, 
1898; for many years associated with the Boy Scout movement; 
served as a commissioner for the Monmouth County Boy Scout 
Council, which in 1941 presented to him the Silver Beaver 
award for his long service in scouting; served during World 
War I; for many years health officer in Fair Haven, Little Silver, 
Shrewsbury, Eatontown, Rumson, and Atlantic Highlands; past 
president of the New Jersey Health Officers’ Association and the 
New Jersey Health and Sanitary Association; fellow of the 
American Public Health Association; died Feb. 12, aged 79. 


Standifer, Charles Herbert @ Austin, Texas; born in Elgin, Texas, 
Oct. 15, 1882; University of Louisville (Ky.) Medical Depart- 
ment, 1909; past president of the Texas Neurological Society; 
member of the American Psychiatric Association; specialist cer- 
tified by the American Board of Psychiatry and Neurology; 





@ Indicates Member of the American Medical Association. 





served during World War I; became superintendent of the Dallas 
City and County Hospital System in 1926 and superintendent of 
the Texas State Hospital in Austin in 1927; worked with the 
Terrell (Texas) Hospital, Austin State Hospital, and Austin State 
School; died Nov. 30, 1954, aged 72, of coronary occlusion and 
arterics-lerosis. 


Guile, Hubert Vivian ® New York City; born in 1880; Columbia 
University College of Physicians and Surgeons, New York, 1907; 
served as clinical professor of medicine at the New York Univer- 
sity College of Medicine; a captain in the medical corps of the 
U. S. Army during World War I; an associate member of the 
American Medical Association; interned at Bellevue Hospital, 
where he was visiting physician until his retirement, when he 
was named a consulting physician; consultant at the Manhattan 
Maternity and Dispensary, and Misercordia Hospital; died in 
the Lenox Hill Hospital Jan. 30, aged 74, of cerebral thrombosis. 


Allen, William Herschel ® Colonel, U. S. Army, retired, Santa 
Barbara, Calif.; University of Pennsylvania Department of 
Medicine, Philadelphia, 1906; entered the medical corps of the 
U. S. Army in 1910; promoted through the various ranks to 
that of colonel April 30, 1936; retired Jan. 31, 1946; recipient 
of the Legion of Merit; specialist certified by the American 
Board of Internal Medicine; fellow of the American College of 
Physicians; on the staff of the Santa Barbara Clinic and Santa 
Barbara Cottage Hospital; died Jan. 10, aged 69, of coronary 
occlusion. 


Aitken, Charles Stanley ® Brookline, Pa.; born in Providence, 
R. L, July 4, 1873; University of Pennsylvania Department of 
Medicine, Philadelphia, 1906; an associate member of the 
American Medical Association; member of the American 
College of Chest Physicians and the American Trudeau Society; 
formerly county coroner; served as consultant for the U. S. 
Veterans Bureau in Philadelphia, where he was on the faculty 
of Jefferson Medical College, and a member of the staff of the 
Philadelphia General Hospital; died in Fitzgerald Mercy 
Hospital, Darby, March 2, aged 81, of coronary occlusion. 


Brooks, Edgar Ernest ® Burden, Kan.; University Medical 
College of Kansas City, Mo., 1908; for many years mayor and 
member of the school board; associated with the William New- 
ton Memorial Hospital in Winfield; died in the Memorial 
Hospital, Arkansas City, Feb. 21, aged 71, of coronary throm- 
bosis and carcinoma. 


Cochrane, Philip Sydney, Needham, Mass.; Middlesex College 
of Medicine and Surgery, Waltham, 1917; died Jan. 14, aged 74. 


Gordon, William Frank © Danbury, Conn.; born in Woodbury, 
June 15, 1872; Long Island College Hospital, Brooklyn, 1896; 
past president of the Fairfield County Medical Society; specialist 
certified by the American Board of Otolaryngology; fellow of 
the American College of Surgeons; past assistant professor of 
otology at New York Post-Graduate Medical School and 
Hospital, Columbia University in New York City; consulting 
emeritus otorhinolaryngologist on the staff of Danbury Hospital; 
died Feb. 10, aged 82, of coronary thrombosis. 


Graber, Frederick John, Stockport, lowa; Keokuk (lowa) Medi- 
cal College, 1891; died in the Jefferson County Hospital in Fair- 
field Nov. 26, 1954, aged 86, of cerebrovascular accident and 
pneumonia. 


Greason, Charles Edwin ® Bothell, Wash.; Hahnemann Medical 
College and Hospital of Philadelphia, 1898; died Jan. 15, aged 
83, of carcinoma of the liver with metastasis. 


Greenstein, Meyer L. ® New York City; Columbia University 
College of Physicians and Surgeons, New York, 1920; on the 
staff of the Bronx Hospital; died in Montefiore Hospital Jan. 20, 
aged 57, of cancer. 

Gridley, George Louis, Skaneateles, N. Y.; Cleveland University 
of Medicine and Surgery, 1894; died in Auburn (N. Y.) Me- 
morial Hospital Jan. 14, aged 83. 
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Haines, William Homer, San Francisco; College of Physicians 
and Surgeons, Keokuk, Iowa, 1898; died in the Stanford Univer- 
sity Hospital Jan. 17, aged 78, of ruptured abdominal aneurysm 
and arteriosclerosis. 


Hallberg, Charles Albert ® Minneapolis; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1911; fellow of the American College of Surgeons; 
served during World War I; formerly associate in medicine at 
the Mayo Clinic in Rochester, Minn.; on the staffs of the North- 
western Hospital and St. Barnabas Hospital, where he died 
Jan. 30, aged 67, of coronary thrombosis. 


Harris, Percy ® Scottsville, Va.; Medical College of Virginia, 
Richmond, 1905; for many years mayor; died Feb. 4, aged 73, 
of coronary thrombosis. 


Hill, Archie S., Holcomb, Miss.; Memphis (Tenn.) Hospital 
Medical College, 1902; formerly member of the school board; 
served as mayor; died Feb. 8, aged 80, of heart disease. 


Hitchcock, Harold Homer ® Oakland, Calif.; born in Tulare, 
Calif., June 16, 1893; University of California Medical School, 
San Francisco, 1919; specialist certified by the American Board 
of Orthopaedic Surgery; member of the American Orthopaedic 
Association, Pacific Coast Surgical Association, and the Ameri- 
can Academy of Orthopaedic Surgeons; on the staffs of the E. V. 
Cowell Memorial Hospital in Berkeley and the Samuel Merritt 
Hospital; died Feb. 6, aged 61, of coronary occlusion. 


Howard, Harvey ® Freeport, Maine; Rush Medical College, 
Chicago, 1894; for many years village health officer and coroner; 
during World War I medical examiner for local draft board; died 
Feb. 1, aged 83, of cerebral hemorrhage. 


Hudson, Benjamin B., Columbus, Ga.; College of Physicians and 
Surgeons, Baltimore, 1897; veteran of the Spanish-American 
War; died in the Veterans Administration Hospital in Augusta 
Jan. 16, aged 82, of carcinoma of the pancreas. 


Jackson, Horatio Nelson, Burlington, Vt.; University of Vermont 
College of Medicine, Burlington, 1893; served during World 
War I; awarded the Distinguished Service Cross Dec. 27, 1918, 
for gallantry in action, admitted to the Legion of Honor March 
9, 1919, and received the Croix de Guerre with Palm, April 19, 
19149; for many years published the Burlington Daily News and 
owned and conducted radio station WCAX; served as president 
of the Burlington Trust Company; died in the Bishop de 
Goesbriand Hospital Jan. 14, aged 82. 


Katz, Oswald W., Aberdeen, S. D.; National Medical University, 
Chicago, 1909; member of the South Dakota State Medical 
Association; died in St. Luke’s Hospital Jan. 24, aged 75, of 
cystic encephalomalacia. 


Kerlin, Jared Demint, Des Moines, Iowa; Ensworth Medical 
College, St. Joseph, 1890; died in Arlington, Va., Dec. 19, 1954, 
aged 90, of arteriosclerotic heart disease. 


Kilpatrick, Thadeus F, ® Noxapater, Miss.; University of Louis- 
ville (Ky.) Medical Department, 1892; past president and charter 
member of the East Mississippi Medical Association; a director 
of the Grenada Bank for many years; died Feb. 4, aged 86. 


King, Maxwell Benedict, Chicago; Harvard Medical School, 
Boston, 1900; died in the American Hospital Feb. 18, aged 82, 
of arteriosclerotic heart disease. 


Klebanoff, Harry Erwin ® New Haven, Conn.; Yale University 
School of Medicine, New Haven, 1925; associate clinical pro- 
fessor of medicine at his alma mater; served during World Wars 
I and II; attending physician University service, Grace-New 
Haven Community Hospital, where he died Feb. 13, aged 54, of 
cerebrovascular accident. 


Laubersheimer, Anton © Los Angeles; University of Southern 
California School of Medicine, Los Angeles, 1935; specialist 
certified by the American Board of Surgery; fellow of the 
American College of Surgeons; served during World War II; 
instructor in surgery at his alma mater; associated with the 
French, Los Angeles County, California, and Babies’ and 
Children’s hospitals; died Jan. 29, aged 46, of cerebral hemor- 
rhage and hypertension. 
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Laufer, Frederick Bernhard ® New York City; Universitat 
Heidelberg Medizinische Fakultaét, Baden, Germany, 1923; died 
Feb. 6, aged 59. 


Lavender, Claud Belton @ Hartselle, Ala; Memphis (Tenn.) 
Hospital Medical College, 1908; member of the staff of the 
Hartselle Hospital, where he died Jan. 30, aged 72, of cerebral 
vascular accident. 


Linden, Mortimer Harold @ Jersey City, N. J.; Long Island 
College Hospital, Brooklyn, 1910; served during World War I; 
during World War IL examining physician for the draft board; 
on the staff of the Christ Hospital; died in St. Clare’s Hospital 
Nov. 12, 1954, aged 67, of renal insufficiency and dissecting 
aortic aneurysm. 


Lynch, William Carston ® Aptos, Calif.; Oakland College of 
Medicine and Surgery, 1915; member of the American Academy 
of General Practice; an associate member of the American 
Medical Association; died Dec. 18, 1954, aged 67, of carcinoma 
of the sigmoid with metastasis to the liver. 


Marks, Lewis Henry @ Utica, N. Y.; Trinity Medical College, 
Toronto, Canada, 1896; formerly practiced in Poughkeepsie; 
served on the staffs of the Vassar Brothers Hospital in Pough- 
keepsie and the Northern Dutchess Health Service Center in 
Rhinebeck; an associate member of the American Medical Asso- 
ciation; died Dec. 8, 1954, aged 82, of coronary thrombosis and 
diabetes mellitus. 


Matthews, Thomas A.., St. Ignatius, Mont.; University of Mich- 
igan Department of Medicine and Surgery, Ann Arbor, 1910; for 
many years associated with the Indian Service; died Jan. 16, 
aged 73. 


Mervine, Graydon Duncan @ Lock Haven, Pa.; Jefferson 
Medical College of Philadelphia, 1904; served during World 
War I; died Dec. 29, 1954, aged 76, of coronary thrombosis. 


Mortensen, William Soren ® Los Angeles; Rush Medical College, 
Chicago, 1903; at one time on the faculty of the College of 
Medical Evangelists, Loma Linda and Los Angeles; an associate 
member of the American Medical Association; fellow of the 
American College of Surgeons; served on the staffs of St. John’s 
Hospital and the Santa Monica Hospital in Santa Monica, Calif., 
where he was one of the founders; president of the First Federal 
Savings and Loan; died Feb. 10, aged 75, of coronary thrombosis. 


Morton, William Richard © Richmond, Va.; Medical College 
of Virginia, Richmond, 1926; member of American Academy of 
General Practice; a past president of the Richmond Academy 
of General Practice; associated with the Retreat for the Sick, 
Grace Hospital, and the Sheltering Arms Hospital; died in the 
Johnston-Willis Hospital Jan. 30, aged 51, of pulmonary 
embolism following an automobile accident. 


Mullins, Gerald Coleman, Broken Bow, Okla.; Kentucky School 
of Medicine, Louisville, 1905; died Dec. 19, 1954, aged 77, of 
injuries received in an automobile accident. 


Murphy, Francis Eugene, Los Angeles; State University of Iowa 
College of Medicine, lowa City, 1905; specialist certified by the 
American Board of Radiology; during World War II served on 
the selective service board of Minnesota and then enlisted in the 
U. S. Public Health Service, where he served for three years in 
the rank of pas:ed assistant surgeon; radiologist at the Camarillo 
(Calif.) State Hospital; died in St. John’s Hospital, Santa Monica, 
Dec. 19, 1954, aged 70, of postoperative uremia, following a 
suprapu dic prostatectomy. 


Newsom, Robert Murray ® Ruby, S. C.; Medical College of the 
State of South Carolina, Charleston, 1911; member of the school 
district board of trustees of Ruby; for many years local surgeon 
for the Seaboard Air Line Railroad; died in the Mercy Hospital, 
Charlotte, Feb. 4, aged 64, of carcinoma of the colon. 


Nielsen, John Charles Engelbrecht ® San Diego, Calif.; Long 
Island College Hospital, Brooklyn, 1898; an associate member of 
the American Medical Association; on the staff at Mercy and 
San Diego County hospitals; for many years attending physician 
at Vauclain Home; died Nov. 28, 1954, aged 83, of carcinoma 
of the throat. 
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O’Leary, Cornelius Arthur, Tucson, Ariz.; Long Island College 
Hospital, Brooklyn, 1908; fellow of the American College of 
Physicians; died Jan. 13, aged 70, of carcinoma of the gall- 
bladder. 


Oppenheimer, Leo ® Wilmette, Ill.; Julius-Maximilians-Univer- 
sitat Medizinische Fakultaét, Wiirzburg, Bavaria, Germany, 1915; 
on the staff of St. Francis Hospital in Evanston, where he died 
Nov. 24, 1954, aged 63, of coronary occlusion. 


Osgood, Charles ® Norwich, Conn.; Columbia University Col- 
lege of Physicians and Surgeons, New York, 1903; died Jan. 6, 
aged 76, of uremia and chronic pyelonephritis. 


Paine, Norman Carr © Glendale, Calif.; Rush Medical College, 
Chicago, 1919; assistant clinical professor of surgery at Univer- 
sity of Southern California School of Medicine; certified by the 
National Board of Medical Examiners; fellow of the American 
College of Surgeons; served during World War II; associated 
with the Physicians and Surgeons Hospital, Glendale Sanitarium 
and Hospital in Glendale, and the Los Angeles County General 
Hospital; died Feb. 12, aged 62, of coronary thrombosis. 


Painter, Burton Charles ® New Brighton, Pa.; University of 
Pittsburgh School of Medicine, 1905; president of the Union 
National Bank; on the staffs of the Providence Hospital in 
Beaver Falls and the Beaver Valley General Hospital, where he 
died Dec. 9, 1954, aged 76, of cerebral hemorrhage. 


Parish, Edward Jenkins, Oneonta, N. Y.; Albany (N. Y.) Medical 
College, 1896; formerly county coroner; honorary staff member 
at Fox Memorial Hospital, where he died Jan. 20, aged 80. 


Parker, John Swart, St. Petersburg, Fla.; Albany (N. Y.) Medical 
College, 1913; served on the staff of the Faxton Hospital in 
Utica, N. Y.; died in Mound Park Hospital Jan. 22, aged 64, 
of arteriosclerotic heart disease. 


Parks, Albert Laboam, Omaha; Rush Medical College, Chicago, 
1897; died Feb. 9, aged 82, of coronary occlusion. 


Partridge, Harry Irving, Buffalo; Syracuse University College 
of Medicine, 1905; died Feb. 5, aged 72. 


Phelan, Claude Aloysius, San Francisco; Jefferson Medical 
College of Philadelphia, 1908; died in St. Francis Hospital 
Feb. 6, aged 70. 


Postle, Carlton David ® Columbus, Ohio; Starling Medical 
College, Columbus, 1907; specialist certified by the American 
Board of Otolaryngology; member of the American Academy of 
Ophthalmology and Otolaryngology; served overseas during 
World War I; associated with Grant, Mount Carmel, and 
Children’s hospitals and St. Anthony’s Hospital, where he died 
Feb. 2, aged 74, of fracture of the right femur due to a fall 
and hypertensive cardiovascular disease. 


Quevli, Christen Foss Jr. ® Tacoma, Wash.; University of 
Oregon Medical School, Portland, 1926; died in the Tacoma 
General Hospital Jan. 27, aged 55, of coronary thrombosis and 
arteriosclerotic heart disease. 


Rodriguez Basso, E., Key West, Fla.; Universidad de Barcelona 
Facultad de Medicina, Spain, 1891; died in the Monroe General 
Hospital Dec. 14, 1954, aged 84, of bronchopneumonia. 


Rose, Ernst ® San Francisco; Friedrich-Wilhelms-Universitat 
Medizinische Fakultat, Berlin, Prussia, Germany, 1926; died in 
Mount Zion Hospital Dec. 24, 1954, aged 54, of fibrosarcoma 
of the psoas fascia with widespread metastasis. 


Sanford, William Wells, Baltimore; Albany (N. Y.) Medical 
College, 1900; at one time assistant health commissioner of 
New York City; for many years assistant chief surgeon of the 
New York Central Railroad; formerly clinical assistant in the 
department of surgery at Bellevue Hospital in New York; as- 
sistant pathologist at Sing Sing Prison and medical instructor for 
the New York Police Department; died in Walter Reed Hospital 
in Washington, D. C., Feb. 18, aged 77. 


Schaefer, Norbert B., Buffalo; University of Buffalo School of 
Medicine, 1921; member of the Medical Society of the State of 
New York; on the staffs of Deaconess, St. Francis, and Buffalo 
General hospitals; died Jan. 30, aged 56. 
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Schiff, Walter Stefan ® Marion, Va.; Georg August-Universitit 
Medizinische Fakultaét, Géttingen, Prussia, Germany, 1924; 
member of the American Academy of General Practice; presi- 
dent of the Smyth County Medical Society; served with the 
German army during World War I; on the staff of the Lee 
Memorial Hospital; died in Roanoke Jan. 31, aged 58, of 
coronary thrombosis. 


Schlossman, Louis @ Brooklyn, N. Y.; Long Island College 
Hospital, Brooklyn, 1914; an associate member of the American 
Medical Association; died in the University Hospital, New York 
City, Feb. 20, aged 71, of coronary occlusion. 


Schneideman, Florence Mayo ® Philadelphia; Woman’s Medical 
College of Pennsylvania, Philadelphia, 1890; died Jan. 15, 
aged 89. 


Schoolfield, George C. ® Charleston, W. Va.; Medical College 
of Ohio, Cincinnati, 1891; for many years surgeon in chief of 
Kanawha Valley Hospital; formerly chief medical examiner for 
the Workmen’s Compensation Fund; fellow of the American 
College of Surgeons; died Feb. 26, aged 85, of coronary 
thrombosis. 


Smith, Frank Le Moyne, Rensselaer, N. Y.; Drake University 
College of Medicine, Des Moines, lowa, 1900; died in the Skiff 
Memorial Hospital, Newton, Iowa, Feb. 17, aged 87. 


Temple, Herbert Valentine @ Moah, Utah; Northwestern Univer- 
sity Medical School, Chicago, 1939; served during World War II 
as a flight surgeon with the rank of captain in the Army Air 
Corps and was in charge of the health of pilots and flying crews; 
on the staff of the Grand County Public Hospital; died March 9, 
aged 43, of coronary thrombosis. 


Throckmorton, Robert Frederick © Des Moines; College of 
Physicians and Surgeons of Chicago, 1892; also a dentist; died 
Feb. 18, aged 85, of senility. 


Walker, John Childress ®@ Jackson, Miss.; Memphis (Tenn.) 
Hospital Medical College, 1909; died March 7, aged 69. 


Warner, Charles Carroll, Inglewood, Calif.; Hahnemann Medical 
College of the Pacific, San Francisco, 1903; Jefferson Medical 
College of Philadelphia, 1905; died in Los Angeles Jan. 29, aged 
75, of coronary thrombosis. 

Watson, Halford A., San Clemente, Calif.; Rush Medical Col- 
lege, Chicago, 1900; died in the Good Samaritan Hospital, Los 
Angeles, Feb. 13, aged 79. 
Wright, William Edwin, Newark, Ohio; Starling Medical College, 
Columbus, 1903; died in the Veterans Administration Hospital 
in Chillicothe Nov. 17, 1954, aged 79. 


DIED WHILE IN MILITARY SERVICE 





Dehm, Walter Charles, Hartford, Conn.; New York 
University College of Medicine, 1952; interned at the 
Hartford Hospital; formerly resident at the Norwich 
(Conn.) State Hospital; certified by the National Board of 
Medical Examiners; entered the medical corps of the 
U. S. Air Force Reserve as a lieutenant in May, 1954; 
flight surgeon; died Oct. 24, 1954, aged 26, of injuries 
received in an aircraft accident near Cuneo, Italy. 


Williams, Sydney Lawrence, Flushing, N. Y.; born in New 
York City Oct. 28, 1902; University and Bellevue Hospital 
Medical College, New York City, 1927; entered the U. S. 
Naval Reserve in 1941; served as medical officer through- 
out World War II in both the North African and Pacific 
theaters of war; placed on inactive duty in 1946; returned 
to active service in 1948 and was ordered to the New 
York Naval Shipyard; this was followed by two years at 
the Naval Hospital at St. Albans, where he was assigned 
to the chest service; in 1951 went to the Boston Naval 
Shipyard; held the rank of commander at the time of his 
death; since Sept. 25, 1953, was senior medical officer, 
stationed at the U. S. Naval Ammunition Depot at Crane, 
Ind., where he died Dec. 20, 1954, aged 52, of acute 
coronary thrombosis. 
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FOREIGN LETTERS 


BRAZIL 


Symposium on Cirrhosis.—In the first issue of a new medical 
magazine (Arquivos dos Hospitais da Santa Casa de Sao Paulo 
December, 1954) Dr. W. E. Maffei stated that hepatic cirrhosis 
is completely different from other fibrous processes of the liver, 
that, although sometimes labeled as cirrhosis, are really hepatitis. 
Cirrhosis is a congenital malformation of digestive mesenchymal 
tissue only, such as Laennec’s cirrhosis, a disease associateG 
with disorders of pigmentation such as bronze diabetes, a disease 
associated with alteration of the abdominal veins resulting in 
the Cruveilhier-Baumgarten’s syndrome, or a disease involving 
the corpus striatum as in Wilson’s disease. Hepatic cirrhosis is 
not a local process as commonly supposed, but a more general 
process related to the reticuloendothelial system. Trench and 
Guerra in an attempt to differentiate the several types of hepatic 
cirrhosis, perfused fresh normal and cirrhotic livers with water 
under a standard pressure and also made cholangiograms using 
a constant solution of barium sulfate. The perfusions were per- 
formed through the portal vein, the hepatic artery, and the 
suprahepatic veins. In perfusions made through the portal vein 
in livers with Laennec’s cirrhosis the water went out through the 
capsular veins of the liver and not through the suprahepatic 
veins. Even with pressure increased enough to tear the capsule 
of the liver, the water did not go through the suprahepatic veins. 
In normal or cirrhotic livers, except those with Laennec’s cir- 
rhosis, the water went out through the suprahepatic veins. In 
making the cholangiograms the barium sulfate was introduced 
through the same vessels. These cholangiograms showed gross 
anatomic changes in all types of cirrhosis. It was therefore con- 
cluded that there is a marked difference in the liver circulation 
in Laennec’s cirrhosis, a conclusion that supports Maffei’s idea 
that congenital malformation is a requirement of this disease. 


ENGLAND 


Industrial Health and Accidents——The Chief Inspector of 
Factories reports that the number of accidents in industry in 
1954 shows an increase over 1953 (Comd. 9330. Her Majesty’s 
Stationery Office, London). The number of fatal accidents, how- 
ever, fell from 796 in 1953 to 744 in 1954. Several factors con- 
tributed to the rise in the number of accidents, such as the 
increased number of man-hours worked and the increase in 
mechanical processes undertaken by women workers. The Chief 
Inspector is concerned over the increased number of accidents 
to young people. Lack of proper instructions is the greatest 
cause of machine accidents, although employees as well as em- 
ployers must share the blame. Better discipline and closer super- 
vision would prevent those avoidable tragedies that result from 
youthful high spirits. Referring to ocular injuries, attention is 
drawn to the difficulty of getting workers to use protective de- 
vices, whether these are required or not by law. The attitude 
of management is important. They must treat the matter with 
the utmost seriousness, and this attitude must be passed on to 
employees. The law states that employers must not only take 
all precautions and provide protection against accidents, but that 
they must exert all due diligence to see that precautions and 
protection are employed. Some factories stamp job cards with 
appropriate reminders and others have used intensive propa- 
ganda campaigns. More rigorous legislation is needed to prevent 
ocular injuries, which numbered 7,738 in 1954. Although in 
many factories first aid equipment is in excess of that required 
by law, in too many others the equipment consists of small tin 
boxes covered with rust and dirt, containing a few grimy rem- 
nants. Similarly the standard of first-aid attendants varies widely. 
All factories employing more than 50 workers are required to 
have personnel trained in first-aid, but the training is not de- 
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fined. Factory inspectors have increasing difficulty in getting vol- 
unteers for first-aid duties even when there is a monetary 
inducement, and factory managements have been warned of 
the importance of first-aid for their workers’ health and even life. 

The report also draws attention to the difficulty of persuad- 
ing employers and workers of the necessity of a high standard 
of cleanliness, even when the trade is a “dirty” one. Too often 
dirt and rubbish are allowed to accumulate and are cleaned up 
only periodically. As a rule larger factories are cleaner and better 
maintained than smaller ones, and some of the cleanest factories 
are those in which the work is “dirtiest.” More and more fac- 
tories are installing modern systems of heating, but in many 
lighting and heating methods are still obsolete. In designing new 
factory buildings more consideration should be given to ventila- 
tion and heating. Health is not merely a matter of protection 
against injury or disease. The worker should not be looked on 
as a unit or clock number, but as a human being, and there is 
evidence that factory managements are aware of the need for 
promoting mental as well as physical health in their employees. 


Use of Oxytetracycline in Preventing or Delaying Isoniazid 
Resistance.—The frequent emergence of drug-resistant tubercle 
bacilli in patients treated with isoniazid alone, and the report 
that oxytetracycline has an antitubercular activity, prompted 
Stewart, Turnbull, and Crofton, of the University of Edinburgh, 
to investigate the effect of this antibiotic in delaying or prevent- 
ing the onset of isoniazid resistance (Brit. M. J. 2:1508, 1954). 
Thirty-three patients with pulmonary tuberculosis were divided 
into three groups and treated with isoniazid and oxytetracycline 
in doses of 1, 2, and 5 gm. daily respectively. A group of seven 
patients with pulmonary tuberculosis who had been treated with 
isoniazid alone were used for purposes of comparison. The 
sputum was cultured on at least two occasions before the start 
of treatment and then at weekly intervals. Drug-sensitivity tests 
were carried out on the pretreatment cultures and monthly there- 
after. When resistance was encountered, intermediate cultures 
were also tested in order to determine more accurately the time 
of onset of resistance. Cultures and isoniazid-sensitivity tests 
were performed by the method recommended by the Medical 
Research Council (Lancet 2:213, 1953). Isoniazid resistance was 
recorded as “sensitive” or as resistant to 0.2, 1, 5, 10, or 50 mcg. 
per milliliter. Cultures were considered to be resistant when 20 
or more colonies were obtained on Léwenstein-Jensen slopes 
containing 0.2 mcg. of isoniazid per milliliter or above. Sputum 
conversion occurred by the end of the third month of treatment 
in 5 of the 10 patients receiving isoniazid and 1 gm. of oxy- 
tetracycline, in 6 of 13 patients receiving isoniazid and 2 gm. 
of oxytetracycline daily, and in 5 of 10 patients receiving 
isoniazid and 5 gm. of oxytetracycline. The sputum of 6 of 
the 17 patients who received isoniazid was negative over the 
same period. No oxytetracycline resistance was encountered, but 
isoniazid-resistant organisms were isolated at some time from 
half the patients who received 1 and 2 gm. of oxytetracycline 
and from two-thirds of those receiving isoniazid alone. Resistance 
was found in only 3 of 10 of the patients who received the 5 gm. 
dose of oxytetracycline. There was no important difference be- 
tween the four groups treated with regard to clinical or radio- 
logical progress over the first three months of treatment. It was 
concluded that oxytetracycline was not of much value in delay- 
ing or preventing the onset of isoniazid resistance, except in 
doses of 5 gm. daily, and that a combination of this and isoniazid 
was inferior to that of streptomycin or p-aminosalicylic acid 
(PAS) with isoniazid and was much more expensive. 


Sterilization Techniques.—The central pathology committee of 
the Ministry of Health has issued a report on the sterilization 
of hospital equipment. This contains directions, in the light of 
which hospital authorities are invited to review their present 
methods of sterilization. The techniques deal mainly with sur- 
gical equipment and not with such articles as bowls, baths, 
bedpans, urinals, crockery, and cutlery that come within the 
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province of the nursing personnel. The report emphasizes the 
necessity of the loose packing of fabric articles in autoclaves. 
For the disinfection of bedding it suggests a pressure of only 
5 Ib. per square inch (0.35 kg. per square centimeter) of steam, 
giving, after a preliminary 20 in. vacuum, a temperature of 
100 C (212 F). This is a compromise to minimize the shrinking 
of bedding material. In some hospitals, bedding is sterilized after 
death from any cause and in all cases of cancer. The report 
gives methods for the care and sterilization of syringes. Auto- 
claving and a dry oven at 160 C (320 F) are given as alternative 
methods. It stresses that temperatures in a dry oven should be 
checked periodically. Temperatures in gas ovens, and even in 
those heated electrically, vary from one spot to another, and 
uniform heating can only be insured by means of a fan to cir- 
culate the air. The method recommended for sterilizing sharp 
instruments is boiling in a 2% solution of sodium carbonate. 
For rubber gloves it is recommended that after cleaning they 
should be boiled and autoclaved at a pressure of only 5 Ib. per 
square inch because higher temperatures spoil them. The report 
admits that such treatment does not insure complete sterility 
and that gloves contaminated with sporulating bacteria, as in 
a case of Clostridium welchii, should be destroyed. As Cl. welchii 
is a normal inhabitant of the intestine, all gloves used after 
operations on the intestine should be destroyed. This recom- 
mendation conflicts with best American practice of sterilizing 
gloves at 15 lb. pressure per square inch at 121 C (250 F) for 
30 minutes. The report has been severely criticized because of 
the method it recommends for treating gloves, which are in 
fact not sterile if the method it deszribes is followed. 


Oxford Medical School.—An extensive building program is to 
take place at the Radcliffe Infirmary, Oxford, for the academic 
clinical departments of the Oxford Medical School. The next 
Regius Professor of Medicine and the newly appointed Nuffield 
Professor of Surgery will have new departments, and the Nuf- 
field Professors of Clinical Medicine and of Anesthesiology will 
have more facilities than at present. There will also be im- 
proved accommodations for the biochemistry and pathology de- 
partments. Although formerly a few students completed their 
clinical training at the Infirmary, no complete clinical school 
existed in the town until 1940. Before then Oxford University 
students had to complete their last three years of medical edu- 
cation either in London or some other city with adequate hos- 
pital facilities. Owing to the stress of war and the threat of 
bombing in the cities an undergraduate school for clinical studies 
was created at Oxford, which, like Heidelberg and Cambridge, 
was spared from enemy attack. By 1943 Oxford University de- 
cided to have a permanent clinical unit for undergraduate study, 
with special emphasis on the scientific aspects of clinical medi- 
cine. Since 1945 nearly one-third of the Oxford medical students 
have stayed on at the university for their clinical training in- 
stead of going to other medical schools. Some students have 
in fact come to Oxford from other universities in spite of the 
limited accommodation. In 1954 a letter was sent to the Min- 
ister of Health setting out the needs of a clinical school in the 
university. It asked for more effective control in the manage- 
ment of the hospital, with special reference to clinical facilities 
and the appointment of its own consultants. The Ministry of 
Health approved of the program and of the construction of a 
$1,200,000 building, of which the university is contributing 
nearly a half. The Radcliffe Infirmary is a teaching hospital 
and the only general hospital in Oxford; consequently it must 
provide a complete hospital service for the whole of the city. 


Artificial Insemination.—On Dec. 13, 1954, Judge G. Gorman, 
of the Superior Court of Chicago, ruled on the application by a 
married woman in the course of divorce proceedings that she 
should have sole custody of the children and that her husband 
should have no access to a child born to her as a result of 
artificial insemination by a donor other than her husband; that 
artificial insemination by a donor other than the husband with 
or without the consent of the husband was “contrary to public 
policy and good morals,” was illegal, and was adulterous on the 
part of the wife; and that a child born as a result of such in- 
semination was therefore illegitimate. This ruling differed from 
that of another Illinois judge, Judge Holmgren, who held that 
the husband must be presumed the father of a child born in 


wedlock. 
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This ruling of Judge Gorman has attracted wide attention in 
medicolegal circles in Britain because the English courts have 
not yet had occasion to consider the question whether artificial 
insemination by a donor other than the husband is adulterous, 
although the matter of artificial insemination by the husband 
has been before the courts in connection with an annulment 
petition. In this case the marriage was never consummated, and 
a child was born as a result of artificial insemination by the 
husband. It was held that the woman was entitled to an annul- 
ment. The opinion of lawyers is that it is doubtful whether in 
English law artificial insemination by a donor is adulterous. 
Before such insemination it was always assumed that if a child 
was born without access by a husband to his wife that adultery 
had occurred, but there is a presumption in English law that all 
children born during marriage are legitimate. 


Health of the British Army.—The annual report on the health 
of the British Army indicates that all but the most trivial con- 
ditions are treated in medical reception stations or hospitals, 
so that the figures for admission to Army medical units give a 
good idea of morbidity. Admissions have dropped in the last 
two years. Each command has a morbidity peculiar to itself. 
For example, the total admission rates in the last year in Korea 
and in Japan were much higher than in other commands sta- 
tioned abroad. During the Korean campaign the admission rate 
was 1,121 per 1,000 personnel during one period; this fell to 
788 when some of the health problems were solved. The prin- 
cipal causes of illness in the army units stationed at home were 
tonsillitis, pharyngitis, the common cold, and skin conditions. 
Troops in the Middle East suffered from skin conditions more 
than any other group. In the Far East, Korea, and Japan, venereal 
disease was one of the principal causes of admission to medical 
units. In Korea venereal disease accounted for 387 admissions 
per 1,000 personnel, and enemy action for only 42.7. Of deaths 
reported in medical units, 7.1% were due to tuberculosis, 23.2% 
to neoplasms, and 11% to cardiac conditions, 9% to cerebro- 
vascular lesions, and 5.2% to poliomyelitis or polioencephalitis. 
The deaths from tuberculosis showed a fall from previous years. 
There were more deaths from accidents (329) than from enemy 
action. The old principle that only a physically fit man can make 
a good soldier has gone. It is now recognized that men with 
physical handicaps can be usefully employed in sedentary non- 
combatant duties. As a result of this many men are drafted who 
would formerly have been rejected on medical grounds. 


Physicians and Radio Performances.—The representative body 
of the British Medical Association has resolved that physicians 
approached to appear on radio or television should be anony- 
mous. In the report of the Council on Indirect Methods of 
Advertising, anonymity in radio was defined as “withholding 
the publication or announcement of the practitioner’s name, or 
any information such as particulars of the appointments he 
holds, which might enable the public to identify him.” Identi- 
fication cannot be completely excluded, but it is incumbent on 
medical practitioners who take part in sound or television pro- 
grams to ensure that the possibility of identification and pub- 
licity is reduced to a minimum. The report further states that, 
unless a practitioner insists on anonymity, he is not only offend- 
ing against the ethical principles of the profession but is placing 
himself in danger of being accused of violating the warning 
notice of the General Medical Council. Should a physician, while 
carefully observing these precautions, be recognized by a section 
of the public, that fact should not of itself be regarded as evi- 
dence of an infringement of the rule of anonymity. Recently 
the association’s Central Ethical Committee had brought to its 
notice instances in which physicians had permitted their names 
to appear in published radio programs or to be announced over 
the air. On the instructions of the committee the physicians con- 
cerned were warned, and they guaranteed that they would pre- 
serve anonymity in such matters in the future. The committee 
also states that it is unethical for a physician to participate in 
radio or television programs that are being presented for, or 
on behalf of, firms using sponsored radio as a means of ad- 
vertising. 


Soap-Wrappers Jig.—The management of a perfume factory 
recently called in the Medical Research Council’s Industrial 
Psychology Research Group to investigate the rhythmic move- 
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ments made by women in their soap-wrapping department (Brit. 
J. Indust. Med. 11:279, 1954). These movements consisted of a 
rhythmical swaying of the trunk backwards and forward, with 
rapid folding of the ends of the papers and tapping and shaking 
of the soap. Rotation of the head was also observed. These 
movements were absent in new employees, in whom, however, 
the habit gradually developed after training. The whole cycle 
of wrapping soap and placing it on a moving belt takes 19 
seconds. Some women work faster than others, and it was 
found that the greater the jigging the greater was the woman’s 
efficiency. Neither age nor experience had much influence on 
the jig; the fastest operator was a young girl who showed no 
jig whatever and moved nothing but the muscles of her fingers. 
Rhythm is a help in any kind of repetitive work, and the rhythm 
in this occupation probably develops in an attempt to increase 
speed, which is desirable from the workers’ point of view, as 
they are paid a bonus for work over a basic output. The new- 
comers, anxious to increase output, imitate the others and join 
in the jig. Some dislike it, others try to stop it but without success, 
while some say that it helps them. The correlation between jig 
and efficiency only means that working to rhythmic movements 
is more efficient than working without them. As the jig is not 
the cause of any anxiety to the workers, and, as it ceases when 
work is stopped, it probably does no harm. 


Health of London.—Dr. J. A. Scott, health officer of London, 
in his annual report warns parents against neglecting to have 
their children immunized against diphtheria. Despite continued 
publicity and efforts by clinic physicians and visiting nurses the 
number of immunizations against diphtheria fell again last year 
and is now less than two-thirds what it was in 1949. The pro- 
portion of immunized children under 5 years of age in London 
has fallen to 51.5%, the lowest figure since immunization be- 
came free. The death rate has fallen from 12.0 per 1,000 popu- 
lation in 1953 to 11.6 in 1954, but the death rate for cancer 
continues to rise. There were more deaths from violence than 
in 1953. The death rate for infants which was 23.9 per 1,000 
live births, was only slightly higher than in 1953. The birth 
rate has continued to fall since 1938, but the fall is decelerating. 
Visits of children to welfare centers are increasing. Last year 
of every 100 children born in London 85 attended a center at 
least once in their first year of life. This is the highest figure 
recorded so far. Home visits by visiting nurses were made to 
90% of the children under one year of age. Confinements in 
the home fell from 11,026 to 10,472, showing that an increasing 
number of children are born in hospitals. Analgesia was given 
in 77% of home confinements. Health authorities also keep a 
watch on the city’s water supply. New sewage treatment plants 
should reduce pollution in the near future. 


Infection After an Injection —A woman was delivered of a child 
that subsequently died, and hexoestrol dipropionate was injected 
into her thigh and buttocks to arrest lactation. An area on the 
thigh where the injection had been given became painful and 
discolored a few days later, and an abscess, from which Strepto- 
coccus pyogenes was cultured, formed. This abscess caused the 
patient much pain and disability, and she sued the Hospital 
Management Committee for negligence on the part of the hos- 
pital staff. There was no evidence to show the origin of the 
organism found in the abscess. The nurse who gave the injec- 
tion had no sore throat or cold at the time, and no pathogens 
were found in the nose or throat of the patient, who showed 
no signs of puerperal infection. Bacteriological examination of 
the intestine of the dead baby showed no trace of a Strepto- 
coccus or Micrococcus. The trial judge held that the routine 
used for the sterilization of equipment and for the giving of in- 
jections was done with proper aseptic precautions. In his opinion 
the patient was harboring the responsible organisms at the time 
of the injection, probably in her nose or throat, and this organ- 
ism entered the blood stream. It grew in the tissues that had been 
slightly damaged as the result of the injection, and this was 
purely accidental. The defendants were therefore exonerated. 


Death of Sir Arthur Keith.—Sir Arthur Keith, the world famous 
anatomist and anthropologist, died Jan. 8, at the age of 88, at 
Downe in Kent. He was usually described as an anatomist, but 
he was also a physiologist, a pathologist, an anthropologist, and 
above all a thinker. He was a great teacher of anatomy and 
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became Hunterian Professor and conservator of the museum of 
the Royal College of Surgeons. He made the museum one of 
the greatest collections of surgical material in the world. In his 
later years he became master of the Buckston Browne Research 
Farm at Downe, where he supervised the work of young sur- 
geons. Keith’s eminence in the world of anthropology and 
anatomy was attested by his presidency of the Royal Anthro- 
pologica! Institute, the British Association, and the Anatomical 
Society, by his Fullerian Professorship of Physiology at the 
Royal Institution, by his honorary doctorate of six universities, 
and by his fellowship of the Royal Society. Keith’s published 
works included the “Antiquity of Man,” “Human Embryology, 
and Morphology,” “The Human Body,” and “New Theory of 
Evolution.” 


Legal Aid for Patients.—The annual report of the Law Society 
reveals that most actions for negligence against physicians are 
now brought by plaintiffs who receive help under the Legal Aid 
and Advice Act of 1949. This act was passed to enable persons 
of moderate means to claim free legal aid to bring cases in the 
courts, which they would not otherwise be able to do because 
of heavy expense. Dr. Cochrane Shanks, president of the Medi- 
cal Defense Union, said that of all the cases brought to trial, 
one-third were either won by the patients or settled by the Medi- 
cal Defense Union out of court, and two-thirds were lost or 
abandoned by the patients. Since the introduction of free legal 
aid and the National Health Service, litigation against physicians 
and hospitals has greatly increased. 


SWITZERLAND 


World Health Organization.—The Executive Board of WHO met 
from Jan. 18 to Feb. 4 under the chairmanship of Dr. H. v. Z. 
Hyde of the U. S. Public Health Service, Washington, D. C. 
It recommended a budget of $9,612,000 for 1956, or $111,600 
more than for 1955, in order to cover certain costs of field 
projects so far supported in part by the governments concerned. 
Direct assistance will help over 100 countries and territories to 
develop their health services, with particular emphasis on sani- 
tation, control of disease, education of health staff, maternal and 
child health, etc. Wider public health projects are replacing 
more and more the single purpose type of field project. Cam- 
paigns against single diseases are planned as an integral part of 
a comprehensive public health service. The other main function 
of WHO, that of providing certain health and medical services 
of a world nature, will include sanitary regulations to prevent 
the spread of diseases through international movement of travel- 
ers and goods, development of health statistics, standardization 
of drugs, etc. Nevertheless, the board found that program in 
1956 will operate at a level below that for 1955. Although WHO 
is carrying out its constitutional functions effectively in the light 
of the current stage of its development, the board considered 
that those functions should be carried out at a higher level of 
activity. Additional requests for WHO assistance amounting to 
$2,640,000 had been submitted by governments but could not 
be included in the proposed program because of budget restric- 
tions. They will however be submitted to the World Health 
Assembly, which will meet in May in Mexico City. 

The Board also approved the second Four-Year Plan, for 
1957 to 1960 and will call the attention of the World Health 
Assembly “to the disparity between the resources which have so 
far been available to the Organization and the increasingly 
expressed needs of governments for assistance in strengthening 
their health services.” WHO will give first priority to the health 
protection of populations against atomic radiation in its new 
program dealing with medicine and public health in relation to 
atomic energy. In the field of malaria control, because certain 
types of vector mosquito are already showing resistance to in- 
secticides, all threatened countries should be urged to plan total 
malaria eradication before it is too late. In the field of nutrition, 
because of the potential health danger from the increasing num- 
ber of chemical substances added to various foodstuffs, WHO 
and FAO will call a joint conference of experts on food additives. 
WHO will also carry out a special study on the integration of 
preventive and curative medicine in public health programs, with 
special reference to the role of hospitals. 
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TURKEY 


Pulmonary Hydatid Cysts.—In the Bulletin of Istanbul Univer- 
sity Medical Faculty (vol. 17, no. 2) Dr. Brancho Oberhofer 
reported a series of 200 patients with pulmonary hydatid cysts. 
In areas where echinococcosis was endemic, intradermal tests 
and microscopic examination of the sputum were used. These 
tests. were positive in 78% of the patients with simple pulmo- 
nary cysts, and negative in over 50% of those with suppurative 
cysts. Bronchoscopy or bronchography did not aid the diagnosis 
of either simple or complicated pulmonary cysts. In 2 of 200 
patients the cyst had ruptured into the pleural cavity destroying 
the parasites, and 2 patients had daughter cysts in the upper 
lobe of the right lung. The presence of a pulmonary hydatid 
cyst, whether central or peripheral, is an indication for operation, 
but no central cysts were observed. The cysts varied in size 
from that of a hen’s egg to that of an infant’s head. In 145 pa- 
tients the cysts were found either on the costal side, in the 
interlobar space, or toward the mediastinal pleura as determined 
by thoracotomy. In a few patients the cysts were separated from 
the visceral pleura by a thin layer of atelectatic parenchyma. 
Up to 1948, adequate anesthesia not being obtainable, opening 
of the pleural cavity was avoided. The cysts were excised in 
one patient with obliteration of the pleural cavity and in two 
with no pleural adhesions. The location of the cysts was de- 
termined by roentgenograms. Under local anesthesia segmental 
resection of one or two ribs was performed, the parietal pleura 
was separated if there were adhesions, the cyst fluid was 
aspirated, and the membrane was removed. When there were 
no pleural adhesions iodine gauze was placed on the parietal 
pleura and the skin was sutured. If on reopening the wound 
after two weeks, the pleura had adhered, the cyst was opened 
and removed. In patients with simple pulmonary cysts the peri- 
cystic cavity was drained for 24 to 48 hours, and in those with 
complicated cysts it was drained until secretion ceased. 

This procedure was used in treating 51 patients who were 7 
to 45 years old. Three of these had multiple cysts. On admis- 
sion to the hospital five patients were critically ill, four with 
chronic interpulmonary suppuration and one with empyema, the 
result of rupture of the cyst into the pleural cavity. In 3 of the 
51 patients pleural adhesion was observed, and in 3 the cysts 
had not been correctly localized by the roentgenogram. Ex- 
cision in a one or two stage operation, when the pleural cavity 
is partially effaced, is feasible only when the cyst completely 
adheres to the chest wall. In 12 patients pleural effusion de- 
veloped after the wound was packed with iodine gauze. In four 
of these patients, to remove the fluid and speed the reexpansion 
of the lung, repeated punctures were necessary. In eight patients 
spontaneous resorption of pleural effusion occurred within a 
few days. In three patients injury to the pleura resulted in pneu- 
mothorax during the first stage of operation. In some patients, 
although iodine gauze had been inserted, adhesion of pleura had 
not occurred after two weeks and a third operation became nec- 
essary. Two of the 51 patients died. 

Excision of cysts when the pleural cavity was partially ob- 
literated was abandoned in 1948. Since then 127 patients, who 
were 4 to 46 years old were operated on under intratracheal 
anesthesia. Eight of these had multiple cysts. Most of the cysts 
were found in the lower lobe of the right lung. In 129 of 130 
patients with simple pulmonary cysts thoracotomy was per- 
formed. In one patient with a large cyst that occupied most of 
the right upper lobe the lung was resected. Sometimes it was 
possible to remove the cyst unopened; otherwise the fluid was 
removed by aspiration, and the pleural cavity was drained for 
24 to 48 hours. There were no deaths among the 112 patients 
with 130 simple pulmonary hydatid cysts. Recovery was un- 
eventful. In one patient six pulmonary cysts were removed in 
one operation. This was also accomplished in three patients with 
cysts in the lung and in the liver. Fifteen patients had suppura- 
tive cysts. In one of these the cyst had ruptured into the pleural 
cavity with resultant empyema; in one the critical condition on 
admission to the hospital, permitted only drainage of the pleural 
cavity and the patient died shortly thereafter. Lobectomy was 
performed in 11 of 14 patients with cysts that had ruptured into 
a bronchus. In three patients segmental resection was performed. 
Of the 127 patients whose cysts were removed under intra- 
tracheal anesthesia only one died. Regardless of operative 
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methods employed, the surgical mortality rate for patients with 
simple pulmonary hydatid cysts was 0.6% and 10% for those 
with complicated cysts. Early diagnosis and early operation 
should further reduce the mortality rate. 


Cerebrospinal Meningitis (Waterhouse-Friderichsen Syndrome). 
—In the Bulletin of the Faculty of Medicine of Istanbul, 
Turhan and Aykan reported the case history of a 13-year-old 
boy with cerebrospinal meningitis (Waterhouse-Friderichsen 
syndrome). The onset was sudden and was marked by chills, 
high fever, vomiting, and delirium. On admission the patient was 
comatose. His temperature was 102.6 F; his pulse was weak 
and the pulse rate was 140 beats per minute; his respirations 
were shallow, and the respiratory rate was 40 per minute; and 
his blood pressure was 90/75 mm. Hg. His thighs and knees 
were flexed, and he showed a positive Kernig’s sign. His ab- 
domen was sunken, and there was cutaneous hyperesthesia and 
dermographia. There was a trace of albumin in the urine and 
a faintly positive urobilin reaction. His whole body was covered 
with purpuric spots varying in size from 2 to 12 cm. in diameter. 
They turned into blisters on the following day, at which time 
he had regained consciousness. His pulse became strong after 
treatment, but tachycardia persisted, and on the next day he 
lapsed into a coma and died. On admission the spinal fluid was 
cloudy and was under increased pressure. Intra and extracellular 
gram negative diplococci were present in every field. The Pandy 
test was positive. There were 33 mg. of glucose and 10 mg. 
of albumin per 100 cc. in the spinal fluid. The Rosenthal-Fuchs 
cell count was 620/3 granulocytes; the hemoglobin 72%, and the 
leukocyte count 16,400 per cubic millimeter, with 45% poly- 
nuclear neutrophils, 28% transitional cells, 15% eosinophils, 
9% monocytes, and 3% lymphocytes. There were no diplococci 
in the blood. The coagulation time was 1.5 minutes, and the 
bleeding time was 14 minutes. The Rumpel-Leede phenomenon 
was negative, the sedimentation rate was 90, and the blood 
culture was negative. An autopsy verified the clinical diagnosis 
of purulent meningitis associated with purpura hemorrhagica. 
The adrenal cortex was swollen and hyperemic. 


Cortical Necrosis of the Kidneys.—In an article in the Bulletin 
of the Faculty of Medicine of Istanbul (vol. 17, no. 3) Turhan and 
Yenermen reported a case of cortical necrosis in both kidneys 
due to peripheral infection. A 23-year-old woman was admitted 
eight days after delivery. On admission she had a temperature 
of 102 F, a pulse rate of 115 per minute, and a systolic pressure 
of 70 mm. Hg (diastolic pressure was not obtainable). She had 
a distended abdomen, erythema on hands and feet, marked 
icterus, and anuria. She died four days later. Autopsy revealed 
thrombosis of the uterine wall and endometrial necrosis. A 
thrombus obstructed the right ovarian vein. There was a hemor- 
rhagic infarct of the right ovary. The kidneys were enlarged; the 
right kidney weighed 250 gm. and the left 210 gm. Their capsules 
were easily stripped. The renal cortex was yellow-red, and the 
medulla, in contrast, was dark red. Submucous hemorrhages 
were found in each kidney pelvis. The right kidney had two 
ureters. In the microscopic examination of the kidney cortex only 
the remnants were perceptible; the cells and their nuclei were 
completely destroyed. 


Ascaris Tumor.—Dr. Halil Ciray, a gynecologist in Ankara, re- 
ported a case of intestinal torsion resulting in an ascaris tumor 
in a 41-year-old woman. One year prior to admission she had 
a sudden, severe abdominal pain associated with vomiting. For 
15 days she did not defecate, and for four months following 
the onset she had a slight fever. Her abdomen became tender 
and distended, she had anorexia, and her weight loss was 14 
kg. (31 lb.). On admission she was emaciated, had a tempera- 
ture of 100.4 F, a pulse rate of 120, and was slightly icteric. 
Three centimeters above the navel and descending into the pelvis 
a hard, localized tumor with a smooth surface was palpable. A 
tentative diagnosis of incomplete torsion in an ovarian tumor 
was made. A laparotomy was performed under spinal anesthesia. 
Filling the abdomen and descending into the pelvis, a large 
purple mass was found in the small intestines. After excision of 
the mass the patient recovered. The mass, the size of an adult’s 
head, weighed 1,500 gm. and contained thousands of large and 


small ascarides. 
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CORRESPONDENCE 


HYPOTENSIVE REACTION FOLLOWING USE 
OF PENTOLINIUM TARTRATE 


To the Editor:—We have encountered recently an unusual 
variety of hypotensive reaction to pentolinium tartrate (Ansoly- 
sen). Although it is commonly known that a marked increase 
in environmental temperature may potentiate the effect of pento- 
linium tartrate, the circumstances under which this patient was 
subjected to a marked thermal change were completely unantici- 
pated. This possibility had not occurred to the attending phy- 
sician. A trip to Florida during December and the resultant rapid 
change in environmental temperature was the precipitating cause 
of the reaction. This patient was a 35-year-old man with a rather 
severe hypertension who had been thoroughly studied and treated 
with pentolinium tartrate for about one month prior to his de- 
parture for Florida. He is said to have maintained a stable blood 
pressure within a satisfactory range with administration of 250 
mg. of pentolinium tartrate three times a day. With this dosage 
he is said to have had no dizzy spells or other untoward re- 
actions while he lived in the North. He motored to Florida, and 
on the third day reached a city in south Florida where he stopped 
for lunch. After lunch, on walking out to his car, he developed 
a sudden dizziness and collapsed. He later stated that he lost 
consciousness momentarily, but his prone position had the ex- 
pected effect and he recovered promptly. Subsequently careful 
blood pressure studies indicated that while in the warmer climate 
of Miami a dosage of 100 mg. of pentolinium tartrate was ade- 
quate to maintain a satisfactory blood pressure level, not accom- 
panied by hypotensive episodes. 

We present this brief report to emphasize an unappreciated 
hazard in the administration of pentolinium tartrate and to em- 
phasize the fact that patients traveling to warmer climates should 
be under rigid supervision. Otherwise the administration of 
hypotensive drugs should be temporarily discontinued because 
of the potentiating effect of heat on the vasodilator effect of 
certain hypotensive drugs. 

HERBERT EICHERT, M.D. 
Epwarp W. St. Mary, M.D. 
30 S. E. Eighth St. 

Miami 36, Fla. 


PRESERVATION OF X-RAY FILMS 


To the Editor:—The x-ray film has in our times become such 
an important part of the patient’s medical history and record 
that a general agreement on the preservation of x-ray films for 
a certain time period and the easy accessibility to films should 
be a matter of concern to the medical profession. The rule that 
x-ray films are part of the patient’s record and should remain 
property and liability of the hospital and of the radiologist who 
took them has been tested and reaffirmed in various court de- 
cisions (Donaldson, S. W.: The Roentgenologist in Court, Charles 
C Thomas, Publisher, Springfield, Ill., 1937). Yet, the enforce- 
ment of this rule meets with many difficulties. The patient does 
not understand that something for which he paid and that he 
believes is the material proof of his sickness or his accident, 
should not be given to him. He cannot see that it is “not the 
film itself but the interpretation by the trained observer” for 
which he paid, and he is frequently supported by his physician, 
who under similar conception requests the films delivered to his 
office. It might be that the case requires prolonged care or is of 
particular interest to the physician. In the end, invariably these 
films are lost, misplaced, or returned in unrecognizable form. 
The interpretation of the rule by which the film should remain 
with the radiologist and his institution is not uniformly handled. 
There are institutions that by their central and authoritative 
character can easily enforce the regulation that films cannot be 
released but can be inspected in their film-viewing room. Others 
release the films upon the request of the referring physician with 
a form letter asking that they be returned after inspection. The 
office radiologist, on the other hand, will rarely be in the position 
to store and catalogue films, and, in large cities at least, cus- 


tomarily sends them by mail to the referring physician together 
with his interpretation. He thus deprives himself, of necessity, of 
the advantage of collecting and arranging the wealth of his 
material, of comparing stages of a developing chronic disease, 
of reviewing a scientific observation, and of contributing to the 
scientific endeavor of the profession. Even more important is 
that with a shifting population, with the disappearance of the 
family physician, with the migration within large metropolitan 
areas from city to suburb, the patient frequently does not re- 
member where and when he deposited his x-ray films after he 
changed domicile, physician, and hospital. 

Inasmuch as the x-ray film depicts an acute disease, such as 
a bronchopneumonia, the film might not be of general or specific 
value but acquires such value suddenly when a medical-legal spot- 
light is turned on it or when slowly clinical and roentgenologic 
evidence accumulates that leads to a more ominous diagnosis 
and makes review of the old films particularly desirable. A newly 
acquired fracture of a vertebra might then turn out, by com- 
parison with old films, to be the residue of an old osteochondritis 
or of a previous long-healed injury; the elevated diaphragm 
might not be due to the suspected subphrenic abscess but an 
eventration of the diaphragm, long since known; and the in- 
significant prominence of the hilum shadow either dissolves itself 
into nothing or has developed at the later stage into a visible 
bronchial tumor. On the positive side, the review of films and 
the comparison of old and new films will show the frequently 
unexpected chronic and progressive character of lesions and 
make the identification of such lesions possible that were before 
as insignificant as a breath on a frosted window. It is by such 
review and comparison that one might become suspicious of a 
Paget’s disease developing into a sarcoma, of an osteoma be- 
coming malignant, or of a faint translucency being part of a 
general metabolic or endocrine disorder. In such cases even the 
report will not suffice, even the lengthy and descriptive report; 
only direct inspection of films is of value. The second and third 
look more recently introduced into surgery of abdominal malig- 
nant lesions should certainly be of value to the roentgenologist 
whose main duty is to look and to recognize. 

At the time the first films are taken, it is generally not obvious 
whether one is dealing with disease as an acute episode in the 
patient’s life or whether further development and complication 
will not prove the disease to be the beginning of the patient's 
disintegration. The succession of x-ray films in the observer's 
hand will, like the changing picture of Wilde’s Dorian Grey, 
tell us the story of such deterioration, its beginning, its rate of 
progress, and will, if properly catalogued, enrich preventive and 
geriatic medicine. To knowledge of the various types of pneu- 
monia and to evaluation and classification of tuberculosis, such 
roentgenologic follow-up and comparison has contributed much. 
To quote Descartes, “the nature of physical things is much more 
easily conceived when they are beheld coming gradually into 
existence than when they are only considered produced at once 
in a finished and perfect state.” The plea for preservation of 
x-ray films then is more than an argument as to property, lia- 
bility, and even expediency concerning these films—it is first of 
all the recognition of the film as a health document, as a scien- 
tific deposition, and as a part of the moving picture of the 
patient's life instead of a snapshot taken at random. 

Once it is agreed that the preservation of film series is to the 
benefit of the patient and desirable, the problem of how to make 
them available for review, comparison, and inspection arises. 
Here the microfilm or the film copy might serve the concomitant 
and frequently overlapping interest of the patient, the radiologist, 
the physician, and successive consultants. An amiable under- 
standing can be reached between the radiologist and referring 
physician as to who stores and preserves the patient’s films be- 
yond the immediate consultation for a reasonable time of at 
least three and no more than five years. There should be an 
easy and free exchange of film or copy upon request as a matter 
of professional courtesy, provided the obligation is recognized 
that these films be returned immediately after inspection, in 
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good order. This at the present time is not done, as numerous 
empty folders in hospital files demonstrate. The reluctance of 
many institutions, particularly those with teaching obligations, 
to release films is, therefore, fully justified. Yet, such an exchange 
is necessary if the patient is to be spared unnecessary expense 
and, more important, high accumulating radiation doses. 

In view of the great variability of medical practice and estab- 
lished custom in city and county, university, private hospital, and 
office practice, no over-all solution can be offered from the 
periphery; the problem can only be presented here as worthy 
of clarification and deliberation of the local medical societies. 
It is on the local or regional level that preservation and exchange 
of information can best be regulated. Yet, some kind of under- 
standing and regulation appears necessary if one claims the legal 
right to hold and preserve films in trusteeship for the patient. 
With the wider use and availability of the miniature film, even 
the creation of a film library, as a public health program on a 
regional or local basis, is not beyond future fulfilment. 


JULIAN ARENDT, M.D. 
Mount Sinai Hospital 
California Ave. at 15th St. 
Chicago 8. 


PRACTICE OF MEDICINE 


To the Editor:—In his article, “Are Public Relations Programs 
Worth What They Cost?” (THE JournaL, Feb. 12, 1955, page 
591) Mr. Robert L. Stearns points to the section of the Colorado 
Medical Practice Act that makes illegal the practice of medicine 
by a corporation and offers this as an example of poor public 
relations activity on the part of the medical profession. The 
author seems to feel that the passage of that act was ill-advised 
and that the law “will have to be amended,” presumably to 
permit the corporate practice of medicine. Mr. Stearns should 
be aware that in San Francisco in June, 1950, the House of 
Delegates of the American Medical Association adopted a com- 
mittee report that concluded that “as a matter of law the cor- 
porate practice of medicine is illegal in most states.” Physicians 
in their relationships with hospitals must be guided not only by 
the laws of the various states but also by the Principles of 
Medical Ethics of the American Medical Association; those 
principles include the stipulation that a physician shall not 
dispose of his services to any hospital or lay body under con- 
ditions that permit exploitation of his services for the financial 
profit of the agency concerned. 

The possibility that such laws and principles as exist to guide 
physicians were originated by a “small but potent fraction of 
the medical profession” seems to me extremely remote, in view 
of their long and widespread acceptance. The inferences in Mr. 
Stearns’ article that a hospital faces rejection by accrediting 
agencies because it may not employ a pathologist, and that 
patients are denied expert analysis of x-rays because a hospital 
may not hire a roentgenologist, seem to me to border on the 
ludicrous. Undoubtedly he has already been apprised by many 
physicians of their ability to provide these services to patients 
on the traditional private fee basis, perhaps more efficiently and 
less expensively than some salaried plans in the same locality. 
If not, I am sure that some of my colleagues in the Washington, 
D. C., area can demonstrate this to him. Enthusiastic reporting 
of such arrangements would be good public relations indeed. 

The contention that student health services might be abolished 
unless institutions can employ physicians is an emotional salvo 
that misfires. This has never been an issue, and reputable physi- 
cians would never permit it to become one. The Principles of 
Ethics sanction contract practice in such circumstances. The 
subtle use of such an argument is a prime example of the type 
of propaganda with which advocates of the hospital practice of 
medicine are cleaving the general ear. They invariably neglect 
to point out one of the chief reasons why many hospitals so 
earnestly desire t#hire doctors, namely, so that the tidy profit 
reaped in the departments so operated can be tsed to balance 
deficits incurred in other hospital departments. Perhaps if the 
public were made aware of this fact, its “fears of increased 
costs” of medical care might be directed toward the proponents 
of the corporate practice of medicine. Certain associations of 
hospitals seem to be trying to persuade the public that it is 
“the hospital” that “furnishes” the sick with professional serv- 
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ices; whether they be those of pathology, radiology, or surgery 
is immaterial. It is to be fervently hoped that the public relations 
experts will put a little more emphasis on the obvious: that 
medical services can be rendered only by a physician. Methods 
of remuneration of the physician are his own affair and are 
relatively unimportant, provided that the laws of the state and 
the Principles of Medical Ethics are not violated. 


Rosert R. Cross, M.D. 
8502 Jefferson St. 
Bethesda 14, Md. 


DRUGS AND ANGINAL SYNDROME 


To the Editor:-—In Tue Journat of Feb. 26,'1955, page 751, 
Dr. Henry I. Russek has indicated that according to his method 
of evaluating drugs for the treatment of the anginal syndrome, 
choline theophyllinate is not of any value. I wish to take excep- 
tion to his method of studying such agents, since it is dependent 
entirely upon certain subjects who have a sensitive electro- 
cardiographic configuration, which may or may not respond to 
certain drugs. Such a technique is reminiscent of a similar pro- 
cedure recommended many years ago for the human assay of 
digitalis or its glycosides. Here again, reliance on sensitive sub- 
jects did not reflect the clinical usefulness of any of the digitalis 
preparations. If one was to conclude from the digitalis studies 
that a particular preparation was not effective because it did 
not change the electrocardiogram, the majority of patients would 
not be treated by this valuable drug. It is a well-known fact that 
there is no correlation between the electrocardiogram and thera- 
peutic effectiveness of digitalis preparations. Similarly, the use 
of the electrocardiogram for the study of coronary vasodilators 
does not reflect the clinical utilization of these agents. I would 
like to emphasize that physicians are not treating the electro- 
cardiogram but an individual with pain related to coronary in- 
sufficiency. The way these drugs alleviate this condition is entirely 
unknown, but, because the electrocardiogram is not changed, it 
does not mean that these drugs are not effective. 

It should also be pointed out that on several studies with drugs 
that Dr. Russek studied according to the electrocardiogram 
technique, these drugs have not been of significant clinical value. 
Papaverine is a drug that, in my opinion, is no better than a 
placebo for the relief of the anginal syndrome. The problems 
involved in studying the anginal syndrome are similar to those 
in evaluating analgesics. Emphasis upon subjectivity of the 
symptom and techniques devised in establishing objectivity have 
led physicians away from the clinical evaluation or usefulness 
of such drugs. Invariably something is lost by the evaluation of 
such drugs by specific techniques. The techniques do not reflect 
the broad spectrum of the clinical aspects of the condition. 
As far as Dr. Russek’s investigations are concerned, the only 
conclusions he is justified in making are that certain drugs do 
not alter the electrocardiogram. He cannot say that they will 
not be of value for the treatment of the anginal syndrome. 


RoBeERT C. BATTERMAN, M.D. 
25 Central Park West 
New York 23. 


INCIDENCE OF MULTIPLE SCLEROSIS 


To the Editor:—Dr. Leonard Kurland, chief, Epidemiology 
Branch, National Institute of Neurological Diseases and Blind- 
ness, has called my attention to what he considers to be an error 
in my article “Rehabilitation of the Patient with Multiple Sclero- 
sis” (J. A. M. A. 156:755-757 [Oct. 23] 1954). He pointed out 
that the figure of 250,000 persons with multiple sclerosis in the 
United States is probably an inaccurate estimation. In his article 
“Epidemiologic Factors in the Etiology and Prognosis of Mul- 
tiple Sclerosis” (Ann. New York Acad. Sc. $8:682-701 [July 28] 
1954) he discloses from a statistical survey that there are prob- 
ably 70,000 multiple sclerosis sufferers in the United States and 
9,000 in Canada. He concludes, however, that these are im- 
pressive figures and that multiple sclerosis is obviously one of 
the most important and challenging of our neurological problems. 


Morton Marks, M.D. 
400 E. 34th St. 
New York 16. 
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ARMY 


Vacancies for Civilian Medical Officers—The Military District 
of Washington has vacancies for civilian medical officers to 
work in the Washington, D. C., area at $7,040 to $9,360 per 
annum. Vacancies are U. S. Civil Service positions in the fields 
of general medicine and surgery, internal medicine, pediatrics, 
and obstetrics and gynecology with the Civilian Employee 
Health Service of the Department of the Army. Applicants 
require the degree of doctor of medicine and completion of 
internship or residency in specialty, except that active duty as 
a commissioned medical officer with the Veterans Administra- 
tion may be substituted for the required internship. Except in 
the case of retired medical officers of the military or Public 
Health Service, applicants must possess a current license to 
practice medicine and surgery in a state or territory of the 
United States. For information write or phone the Civilian 
Personnel Office, Military District of Washington, Washington 
25, D. C.; Liberty 5-6700, extensions 56312 or 79027. 


NAVY 


Scientists Sent to Study Guam Disease.—Drs. Edward H. Lam- 
bert and Donald W. Mulder, from the Mayo Clinic at Rochester, 
Minn., recently spent several weeks on the island of Guam 
studying a neurological disorder of unknown origin that has 
been found more prevalent among Guamanians than elsewhere 
in the Pacific. The disease, called “lytico” on Guam, bears the 
medical name “amyotrophic lateral sclerosis.” It is presumed 
to be due to a gene deterioration caused by the continued inter- 
marriage of Chamorro people over a period of 800 to 1,000 
years. The two scientists, who are collaborating with the U. S. 
Navy Bureau of Medicine and Surgery, covered Ponape, Truk, 
Rota, Tinian, Saipan, Yap, Ulithi, and Guam in their evaluation 
of lytico. Dr. Mulder began this project during the war when 
attached to the Navy. His familiarity with the disease prompted 
the Navy to obtain his services from the Mayo Clinic. With Dr. 
Lambert, associate professor of physiology at the Mayo Clinic, 
Dr. Mulder was sent to Guam to complete his wartime study. 
Assisting them was Lorenzo Iriarte, a graduate of the naval 
medical school for native practitioners. 


PUBLIC HEALTH SERVICE 


Personal.—Dr. Stuart Sessoms has been appointed to the medical 
staff of the director of the Clinical Center, National Institutes 
of Health, effective March 1. Since 1953 he has been a member 
of the National Cancer Institute General Medicine Branch and 
for a period served as acting branch chief. In his new assignment, 
Dr. Sessoms will serve as medical officer for the centralized 
admission and follow-up services and as liaison between the 
National Institutes of Health clinical research programs and 
the patient care services provided by the Clinical Center. 


Chief of Hospital Division Appointed.—Dr. Clifton K. Him- 
melsbach has been appointed chief, Division of Hospitals, U. S. 
Public Health Service, the Surgeon General has announced. Dr. 
Himmelsbach will have charge of the 16 hospitals and 125 out- 
patient clinics and offices for legal beneficiaries of the Public 
Health Service. This nationwide system of medical care facili- 
ties includes the hospitals at Lexington, Ky., and Fort Worth, 
Texas, for treating narcotic addicts and the hospital at Carville, 
La., for patients with leprosy. Dr. Himmelsbach received his 
M.D. degree from the University of Virginia in 1931 and entered 
the Public Health Service as an intern at its hospital in New 
Orleans. Later, assigned to the research branch of the U. S. 
Public Health Service Hospital, Lexington, Ky., he directed in- 
vestigations on narcotic drugs and addiction. He was medical 
consultant for the Office of Vocational Rehabilitation, serving 
in Kansas City, Mo., and Chicago. He was placed in charge of 
the Washington, D. C., outpatient clinic of the PHS in 1948 and 
assistant chief of the Division of Hospitals in July, 1953. 
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VETERANS ADMINISTRATION 


Residencies in Internal Medicine.—Crile Veterans Administra- 
tion Hospital, Cleveland 30, Ohio, has vacancies for 10 resi- 
dents in internal medicine commencing July 1, 1955. The 
residency training program is affiliated with Western Reserve 
University School of Medicine. The annual stipend ranges from 
$2,640 to $3,300. Bachelor quarters are available, with a modest 
amount deducted for meals and lodging. Korean GI trainees may 
receive their allotments in addition to the hospital salary. 


Personal.—Dr. William W. Fellows, manager of the Veterans 
Administration Research Hospital in Chicago, has been ap- 
pointed assistant chief medical director for planning in the 
central office, Washington, D. C. He will succeed Dr. Kelso A. 
Carroll, who has been appointed manager of the VA center in 
Bay Pines, Fla. Dr. John S. Herring, chief of professional 
services at the Veterans Administration (Kennedy) Hospital in 
Memphis, Tenn., has been appointed manager of the VA 
Hospital in Montgomery, Ala. 





Medical Care of Aged Veterans.—The Veterans Administration 
is stepping up a many-sided scientific attack on the growing prob- 
lem of providing the type of medical care for aging veterans 
that will enable them to lead useful, happy lives with minimal 
hospitalization. Although only 584,000 of the present 21 million 
veterans are 65 years of age or over, the number of veterans 
65 and over is expected to swell to more than 7 million within 
the next 50 years. At present, nearly 10% of VA’s average daily 
hospital patient load consists of patients 65 or over. In VA 
homes nearly 31% are in this age group. It is proposed to (1) 
establish specific programs and specialized facilities for the aged, 
(2) develop trained personnel for the programs, and (3) conduct 
research in care for the aged. Certain VA hospitals have been 
designated as centers and have been equipped and staffed for 
the more effective care and treatment of patients suffering from 
chronic disabilities, some of which chiefly affect the aged. Special 
medical rehabilitation boards have been established to achieve 
the best medical, social, emotional, and vocational rehabilita- 
tion plan for these patients. A program now is being tested to 
determine whether the chronically ill may be provided better 
medical treatment by caring for them as a group in special inter- 
mediate beds where they may receive a type of medical service 
between that required by the more acutely ill and that provided 
by a domiciliary home. 

All VA neuropsychiatric hospitals are devoting increased 
attention to the special problems of the aged, and several have 
established special treatment programs that hold promise for the 
more complete medical rehabilitation of aged patients. Psychol- 
ogists have conducted studies in a number of hospitals on the 
characteristics and needs of aging and geriatric populations. The 
results are being used to work out criteria on the admission of 
the aged to mental hospitals. VA’s social service is applying the 
generally accepted principle that aged patients respond better 
to treatment at home or in institutions near their homes, friends, 
and relatives. From the moment aged patients are admitted to 
VA hospitals, social service seeks to maintain the help and in- 
terest of relatives and friends in these patients so suitable accom- 
modations may be available to which the patients may return 
when they are discharged from the hospitals. Once aged patients 
have left VA hospitals, social service uses the resources of local 
community and health organizations to keep the former patients 
as well as possible and thereby curtail further hospitalization. 
Outpatient care is also used for eligible aged patients so they 
may remain at home with families and friends while they are 
receiving treatment. Specially trained nurses are stationed at 
outpatient clinics to teach the patients and their families how 
to improve their health practices. When these patients need home 
nursing care, arrangements are made with ‘tommunity public 
health nursing services to provide the care. A vocational counsel- 
ing service has been established to determine what skills these 
patients still may have that are useful to industry and society 
and to assist in placing them in jobs in which they may use these 
skills. It has been found advisable to start planning for the 
discharge of these patients as soon as possible after they are 
admitted to the hospitals. 
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This is the 16th in a series of studies made by the Committee 
on Indigent Care of the Council on Medical Service concerning 
local plans for medical care of the indigent. 


MEDICAL CARE FOR THE INDIGENT IN ILLINOIS 


This is a study of the medical benefits extended to the indigent 
and medically indigent residents of Illinois, Cook County, and 
the city of Chicago. According to the 1950 census, Illinois had 
a population of 8,712,176, of whom 4,508,792 lived in Cook 
County, including 3,620,962 in Chicago. All of Cook County 
lies in the Chicago metropolitan area and is highly industrialized, 
whereas the rest of Illinois, usually designated as “downstate,” 
is primarily agricultural in economy. Illinois is characterized by 
two overlapping systems of political subdivision: its (1) 102 
counties contain (2) 1,455 governmental units consisting of 1,436 
civil townships, Chicago, Cicero, and 17 counties not under the 
township system of organization. Cook County includes 31 of 
these units, of which only the city of Chicago will be separately 
considered. In each phase of this report the state-wide plan will 
be described first, followed by a description of the Chicago and 
Cook County plans wherever they differ significantly. 


ELIGIBLE POPULATION 
The Illinois Public Assistance Code provides for medical care 
to all recipients of public and general assistance and to the 
medically indigent, as a specified class within the general assist- 
ance load. Table 1 depicts the clients receiving assistance under 
these programs, including those in units that do not receive state 
aid. This recipient load constitutes 3% of the state population. 


Tas_e 1.—Illinois Assistance Recipients, August, 1954 


Cook State 
Program County Downstate Total 
General assistance .........+.seeeeee 42,379 87,988 80,367 
Public assistance 
Old age assistance................ 39,121 61,447 100,568 
Aid to dependent children........ 50,939 28,205 79,144 
Assistance to the blind........... 1,564 2,095 8,659 
Aid to the disabled............... 2,480 8,292 6,772 
ADMINISTRATION 


The Illinois Public Aid Commission (IPAC) supervises or 
directs the administration of all programs of care for the indigent 
that utilize state and federal funds. Local governmental units 
that do not use outside funds are autonomous so long as they 
meet the state injunction to provide the indigent with a “mini- 
mum standard of living compatible with decency and health.” 
The IPAC is a nonpaid, policy-determining board consisting of 
10 members, 7 of whom serve by gubernatorial appointment and 
3 of whom are state officers serving ex officio. An executive 
secretary is appointed by the IPAC to be directly responsible 
for administration of the state’s assistance program, and his 
subordinate personnel in the state office are appointed under 
the civil service law. Working closely with the IPAC are advisory 
committees representing the medical profession and other groups 
involved in the medical care program. General assistance and 
public assistance clients receive medical aid under the provisions 
of Illinois law that accords to all clients “subsistence compatible 
with health and well-being.” 


The local supervisor administers all general assistance funds 
for each of the 1,455 governmental units in Illinois. He or his 
representatives receive all applications for assistance, make the 
necessary investigations, and certify eligibility. To be eligible 
for general assistance, clients must typically have resided for 
one year in Illinois and for six months in the local governmental 
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unit. The general assistance supervisors of Cicero and of the 
1,436 civil townships are the elected supervisors of these units 
and serve ex officio; the general assistance supervisors of the 17 
counties not under township organization are designated by 
the elected county commissioners; in Chicago, general assistance 
is administered by the Chicago department of welfare whose 
administrator is appointed by the mayor with approval of the 
city council. In the governmental units, except the city of 
Chicago, when a recipient of general assistance needs medical 
care the general practice, except in emergencies, is that he first 
receive from the general assistance office an authorization for 
medical care. Direct payment is then made by the supervisor of 
general assistance on the basis of a schedule of fees and agree- 
ments he has arrived at with the medical profession and medical 
care facilities. In Chicago the administration of medical care is 
centered in the medical service division of the Chicago depart- 
ment of welfare. Medical workers, under the supervision of the 
director of medical service, arrange for and authorize all medical 
care; medical charges are submitted to this agency for approval 
and payment. General assistance recipients receive a certificate 
of eligibility for medical care with their monthly subsistence 
grants and require no other prior authorization. The rules govern- 
ing physicians’ services are approved by the medical advisory 
committee appointed by the Chicago Medical Society. All physi- 
cians must receive permission from the medical service division 
before giving any type of surgical treatment. 

With the exception of Chicago and Cicero, the general as- 
sistance supervisors also administer aid to the medically indigent. 
The program provides for those Illinois residents ineligible for 
public assistance or relief who “shall fall sick or die not having 
sufficient money, property, or other resources including income 
and earnings available to them over a twelve-month period, to 
meet the cost of necessary medical, dental, hospital, boarding or 
nursing care, or burial.” To obtain medical care under the pro- 
gram for the medically indigent, the client makes application 
on an Official form and the supervisor investigates his eligibility, 
based on his ability to pay, from all resources available to him 
over a 12 month period, consistent with the aim of keeping the 
client off the relief rolls and the maintaining of his legitimate 
expenses. Only that portion of the expenses that he cannot meet 
is authorized for payment, and both client and vendor are 
notified in writing of the amount covered. 


Whenever possible, clients are to make application for as- 
sistance before receiving service, except in cases of emergency 
hospital admissions or when there is acute need for physicians’ 
service in the patient’s home. In these cases temporary eligibility 
is ascertained on the basis of whatever data are immediately 
available, with subsequent complete processing to determine the 
client’s final status. There are no residence requirements for the 
medically indigent. In Chicago and Cicero medical indigents are 
cared for by the Cook County Department of Welfare, Institu- 
tional Services Division. This division screens all admissions to 
Cook County Hospital and Oak Forest Infirmary and determines 
eligibility for state reimbursement. To qualify for state aid for 
its general assistance and medically indigent programs, except 
in Chicago and Cicero, the local government must levy a tax 
of one mill per dollar of assessed valuation on local property. 
The state will then pay the difference between program needs 
and the local unit’s available resources. Only local governments 
requesting state aid are under IPAC supervision. 


: PUBLIC ASSISTANCE 

The four categorical assistance programs are under continuous 
and direct supervision by the IPAC, which acts through its own 
field establishments in 101 counties and through the department 
of welfare in Cook County. Except for Cook County, there is 
established in each county a department of welfare consisting 
of a superintendent of welfare and his administrative staff, all 
appointed by the IPAC under the merit system. Each county 
department determines the eligibility of its applicants for public 
assistance, and also determines the eligibility of these recipients 
for medical care and the amount of medical expense to be 
authorized. The residence requirement for public assistance is 
one year, longer only for old age applicants who have moved 
from a state imposing a requirement of more than one year. 
In Cook County, the board of county commissioners appoints 
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a director of the department of welfare and oversees the appoint- 
ment of his staff in accordance with the terms of Cook County 
civil service and in conformance with IPAC standards. The 
public assistance division of the Cook County department of 
welfare determines eligibility and administers all categorical 
assistance through six district offices and through the Special 
Institutional Service office that handles cases of assistance re- 
cipients in nursing homes, private nonprofit homes for the aged, 
and Oak Forest Infirmary. Medical care, as an integral part of 
the public assistance program, is administered through the public 
assistance division. 
SERVICES AVAILABLE 


The same services are generally available to clients under both 
assistance programs, but only essential services, not preventive 
care, are provided. The IPAC standards that govern public as- 
sistance clients also apply as a ceiling for aid to general assistance 
clients where state funds are supplied. In all cases public funds 
are to be expended only in the absence of other free or low 
cost services. Usually, freedom of choice of physicians is pro- 
vided for home, office, and hospital care, except in Cook County 
and Chicago, limited only in the number of visits for which the 
physician will be paid, determined by the status of the patient's 
illness. Payment is made for no more than 10 hospital visits for 
acute illness or two hospital visits per week for chronic illness; 
home visits are somewhat more restricted. Inpatient care in 
multiple-bed rooms is provided after recommendation by a 
physician through all cooperating hospitals that meet recognized 
standards of cost and excellence. Prior approval for hospitaliza- 
tion of public assistance clients must, barring emergency, be 
secured from both the county medical advisory committee and 
from the county welfare department. Outpatient care by co- 
operating hospitals and dispensaries is also provided those clients 
referred by their physician. Organized nonprofit clinics (found 
enly in Chicago and Evanston) also share in this program. 
Nursing care in approved or licensed nursing homes and non- 
profit institutions may be given when required by the patient's 
condition. Home nursing care may be secured on demonstration 
of need. 

Essential drugs, drug staples, or medical requisites are fur- 
nished when prescribed by a physician or dentist or dispensed 
by a physician, except in Chicago’s general assistance program 
in which only pharmacists may dispense. Payment presumes that 
the following standards have been met. 1. Approved pharmaceu- 
ticals—use of drugs listed in the U. S. Pharmacopeia, National 
Formulary, or New and Nonofficial Remedies in preference 
to more expensive special and proprietary drugs. For the general 
assistance recipients of Chicago, new and nonofficial remedies 
require approval by the medical advisory committee of the 
Chicago department of welfare. 2. Quantity—not to exceed a 30 
day supply, nor is a prescription to be filled more than 30 days 
after date of prescription. For general assistance patients in 
Chicago, the prescription must be presented to the pharmacist 
within 48 hours after it is written. Refills are acceptable for 
three months from the date of the original prescription when 
expressly ordered; no refills are permitted general assistance 
patients in Chicago. 3. Cost—as described in the section on pay- 
ment for services. 

Dental services are provided under the same conditions as 
physician’s care, when essential to the patient’s health or to 
relieve pain. Needed appliances, glasses, other supplies, and 
transportation are furnished in accordance with IPAC standards 
of need, cost, and quality. Wheel chairs, walkers, and other sick 
room equipment may be purchased, rented, or loaned on the 
recommendation of a physician. 


PROVIDERS OF SERVICE 

Under IPAC rules, any physician licensed to practice medicine 
in the state of Illinois may provide home, office, or hospital 
treatment except that in Chicago and Cook County private 
physicians are not reimbursed for inhospital care. Participation 
of Chicago physicians is subject to approval by the advisory 
committee of the Chicago Medical Society, and the signing of 
an agreement with the department of welfare. About 1,000 
Chicago physicians are on the department of welfare roster, 
and 14 of these also serve on a part-time salaried basis to 
determine whether general assistance clients are physically able 
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to accept employment. In Cook County, the Physicians’ Service 
is the medium for care to the medically indigent, with 19 doctors 
participating part-time. 

Hospitalization is allowed in any approved hospital whose 
cost statement has been approved by the state department of 
health. The IPAC accepts those that provide service at the 
approved rate and, in the public assistance program, have re- 
ceived prior authorization from the county department. An 
exception is made for emergency treatment by nonauthorized 
hospitals. Publicly financed hospitalization for the medically 
indigent of Chicago and Cicero is provided only in Cook County 
Hospital. Convalescent care for this group is purchased by Cook 
County in the convalescent home maintained by the Chicago 
department of welfare. Other general assistance clients of Chi- 
cago are hospitalized in Cook County Hospital or one of 18 
other cooperating private hospitals that they may choose if ac- 
commodations are available; however, except in emergencies, 
specific authorization by the Chicago welfare department is 
required for admission of recipients to the latter hospitals. About 
12 hospital outpatient clinics have an agreement with the Chicago 
welfare department to provide care for general assistance clients; 
the hospital must have a social service department to participate 
in this program. Public assistance clients in Cook County have 
access to Cook County Hospital and to the 52 private hospitals 
with which the IPAC has signed agreements. Fifteen clinics also 
serve this group. Where available, nursing care is provided by 
the state. In Chicago and other urban communities, the Visiting 
Nurse Association provides for the indigent and medically in- 
digent according to the physician’s instructions. 

Except in Chicago, drugs may be furnished by a physician, 
or by stores, with or without a pharmacist, meeting IPAC 
standards. In the city of Chicago, where only pharmacists are 
authorized to dispense drugs for general assistance patients, the 
Chicago department of welfare has agreements with about 425 
pharmacists. All licensed dentists in Illinois may provide dental 
care when needed. In Chicago dentists who participate in the 
general assistance program are subject to approval by the dental 
advisory committee, and the services of three part-time dentists 
are available as a dental examining unit. Physicians with limited 
licenses in Illinois (e. g., chiropodists), when recommended by 


licensed physicians, also serve assistance clients. Since 1945, . 


chronic-care homes have been open to private and assistance 
clients on the same basis. In Chicago, a convalescent home with 
rehabilitative facilities and the Chicago Maternity Center are 
maintained for general assistance clients, and Cook County 
operates the Oak Forest Infirmary for the aged, infirm, and 
chronically ill and the Oak Park Tuberculosis Sanitarium. These 
government-operated medical institutions are on a comparable 
basis with voluntary hospitals and nursing homes and the as- 
sistance recipient generally has his choice of public or voluntary 
facility. In September, 1953, public assistance recipients were 
cared for in Cook County by 167 nursing homes having three 
or more patients, and by an equal number with two or less. 
Eye care is provided by ophthalmologists and by certified 
optometrists. In Chicago only ophthalmologists may be approved 
to provide eye care for general assistance recipients. 


PAYMENT FOR SERVICES 


Physicians are paid according to a fee schedule adopted by 
the IPAC in consultation with the state medical advisory com- 
mittee. For public assistance patients, any exceptions to these 
maximum allowances require approval by the county and the 
state medical advisory committees. In the case of general as- 
sistance recipients special approval is also required for rates in 
excess of the maximum. Physicians receive $2 for office visits and 
hospital visits (except in Cook County and Chicago), $3 for 
day calls, $4 for night calls and 25 cents per mile one way for 
travel beyond town limits. The fee schedule for surgery ranges 
up to a maximum of $125. The quantity limitations for service 
allow payment for not more than one visit daily for a week 
(home) or 10 days (hospital) for acute illness, and less for 
long-term illness. There are similar restrictions on reimbursable 
office visits by the clients. Physicians submit their bills to the 
county agency or supervisor on forms and in the manner specified 
or approved by the IPAC; payment is made directly to the 
physician. In Chicago, physicians’ bills are submitted to the 
medical division of the Chicago department of welfare within 
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10 days of the rendering of service, and payment is twice a 
month when possible. Chicago physicians are not paid for in- 
hospital care because of the large number of teaching hospitals 
in that city. 

Payment for hospital care is made at the hospital’s regular 
charges for services and for accommodations, either two-bed or 
regular ward, but total payment for each six month period may 
not exceed the specified IPAC maximum. This is based on the 
per diem cost calculated using the government reimbursable cost 
formula and frozen at the level existing June 30, 1953. Payment 


TABLE 2.—Division of State and Local Funds for General 
Assistance, August, 1954 


Local State Total 
Resources Funds Requirements 
Se thidauekdcieradneaks $ 632,849 $1,175,292 $1,808,141 
a Re 682,945 1,177,669 1,860,614 
| SSE ae 520,541 845,584 866,125 
CR Se rE 1,202,492 1,524,247 2,726,739 


TABLE 3.—Expenditures for Medical Care of General Assistance 
Recipients and the Medically Indigent, Monthly 
Average, January-June, 1954 


Expenditures 


General assistance (excluding the medically indigent).... $327,326 
Medically indigent 
Ce CO a be cat dence is ohbcdebovcsedasesteece 504,737 
POOR GR: GEN iene dda cdatcvdededticahbunevhhssbitbsee 100,265 


* Includes about 8% for funeral and burial costs. 


TABLE 4.—Cost of Medical Care to General Assistance Clients 
in Chicago, 1953 


Physician’s Service.........cssccccvcccscceses $ 95,897 
ica ncocttistevhessenceseveased 833,890 
Co ddinnsa cast Wasevdbsid Sccdeusdeicscne 137,941 
FR GER ia carbo kctivnrescdtesncs cee 14,198 
ERs «ci. dina tind Bengt isunsnneditens 79,589 
i tennitandnecswedieicadabencp aos otis 70,527 
PEIIOEE PIE. « seco cccetescccoecccccves $2,423 
PN Sagas hewegpes<atesimonsendieseetud $1,264,465 (monthly aver- 
age $105,372) 


to Cook County Hospital is made at an all inclusive rate, based 
on cost, approved by the IPAC at $14.21 daily. Ambulatory 
services in the state are paid on a cost basis, or at $2 per ad- 
mission if outpatient and inpatient costs are not segregated. 
Outpatient visit charges depend on the number of admissions 
to divisions of the hospital (e. g., x-ray department), multiple 
visits on a single day to a division counting only as a single ad- 
mission. In Chicago and Evanston, where the only organized 
clinics in the state are located, payment is at $1.50 per re- 
imbursable unit of service, defined as one visit or more a day 
to a physician or some department of the clinic, regardless of 
the number of services rendered by each department on a 
single day. 

The county superintendent may authorize payment for home- 
nursing service based on the community rate, if it does not exceed 
the cost in a nursing home by more than 10%, and is less than 
the cost of care in a hospital. For greater cost, or when care 
exceeds two weeks for an acute illness, approval by the regional 
office of the IPAC is required, unless the care permits removal 
of the client from a hospital at a substantial savings. Visiting 
Nurse Associations are paid on the basis of cost not to exceed 
$2 per visit. For care in nonprofit state domiciliary institutions, 
the rate is negotiated yearly on a per capita cost basis to a 
maximum of $63.25 monthly plus $25 monthly for medical and 
nursing services. On a similar basis, nonprofit nursing and con- 
valescent homes are reimbursed a maximum of $150 monthly 
for full care and maintenance. Commercial nursing homes are 
reimbursed according to two comprehensive scales, one of which 
prescribes the allowances paid for services to the usual long- 
term recipient, the other for recipients requiring unusual services. 
To help meet the need for satisfactory chronic-care facilities, 
county homes have also been paid an allowance for expenses 
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incurred in their improvement from “poor house” status to a 
level meeting state requirement; this is part of a planned pro- 
gram to improve chronically ill facilities in the state. Cook 
County expends $150 a month per patient for care at Oak 
Forest Infirmary and is reimbursed $8.09 per day, through the 
Chicago welfare department, for care of patients in the Chicago 
convalescent home. The IPAC is not currently reimbursing 
Cook County for care in Oak Forest Infirmary. 

The maximum cost standards for drugs supplied by a pharma- 
cist are in accordance with the National Association of Retail 
Druggists’ suggested pricing schedule minus 10%, or the going 
community rate, whichever is the lesser. Drug staples are priced 
at the NARD over-the-counter price schedule or the going com- 
munity rate, if less, with no price reduction. Medical supplies 
such as gauze and syringes are priced on the basis of the 
minimum fair trade price. For the drugs they dispense, physicians 
are paid cost plus 5%, but no payment is made for ordinary 
drugs such as aspirins or cold tablets. When drugs exceed a 
wholesale cost of $3 per 100 pills, capsules, or tablets, or per 
pint or per pound, prior approval must be secured from the 
county department. The state medical advisory committee must 
approve administration of cortisone, corticotropin (ACTH), and 
phenylbutazone (Butazolidin) except when they are recommended 
as a lifesaving measure or for certain eye conditions. In Chicago 
no payment is made for drugs dispensed by the physician. The 
state agency has established a fee schedule for services of 
dentists, $2 being allowed for emergency relief of pain or for 
upper cement fillings, up to $45 for certain prosthetic dentures. 
Payment is also made for appliances recommended by a physi- 
cian and for glasses and optical supplies when the cost is in line 
with IPAC standards. 


COSTS AND FINANCIAL SUPPORT 


State and local funds pay the costs of general assistance as 
shown in table 2 for those 83 of the state’s 1,455 governmental 
units receiving state funds during a typical month. Four Cook 
County units received state funds during this period. Excluded 
from the table is the state reimbursement to Cook County for 
the medically indigent of Chicago and Cicero. Table 3 depicts 


TaBLe 5.—Expenditures for the Public Assistance Program in 
Illinois, Estimated, August, 1954 


Cook Total 

County Downstate State 
Old age assistance..............+- $2,367,989 $3,245,878 $5,613,817 
| 8g se EN ae 106,611 117,606 224,217 
Aid to dependent children....... 1,795,350 783,714 2,579,064 
Aid to the disabled.............. 195,362 232,308 427,670 
Sl, $4,465,262 $4,379,506 $8,844,768 


TABLE 6.—Expenditures for Public Assistance Medical and 
Nursing Home Care in Illinois, Monthly Average, 
January-June, 1954 * 





OAA ADC AB PTD 

Physician’s service........ $173,134 $33,275 $ 4,574 $ 10,372 
Hospitalization............ 404,995 91,431 10,551 $1,810 
Nursing home care......... 917,488 1,982 24,362 132,428 
Sins Obnde so deedsiine 134,290 19,428 4,058 10,949 
ehteencetepecesaeesc 48,527 25,564 1,966 6,427 
a Ee ee $1,678,434 $171,680 $45,511 $191,986 





* Represent only approximate costs because of fluctuation between 
obligations incurred and expenses discharged. 


the average monthly expenditures for medical care to general 
assistance recipients, further broken down into relief and medi- 
cally indigent categories. A tabulation of the medical expenses 
incurred by the general assistance recipients of Chicago is shown 
in table 4. 

Federal and state funds pay the costs of the public assistance 
program. Expenditures for a typical month are shown in table 5. 
Medical costs are supported through a pooled payment plan 
adopted in 1953 that enables the state to realize the maximum 
in federal matching. Under this plan, the IPAC has established 
a medical capitation fund into which per capita payments are 
made, based on estimated needs for each public assistance cate- 
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gory. These per capita amounts are changed periodically in 
accordance with changes in the cost of medical care. Payments 
for medical services actually rendered are then made from the 
funds. A breakdown of expenditures for medical and home- 
nursing care is shown in table 6 for each of the public assistance 
categories at an average monthly rate. State funds for the IPAC 
programs come from a biennial appropriation by the state legis- 
lature that must be allocated over a 24 month period. For the 
1953-1955 biennium, $274,665,000 was appropriated, including 
an estimated $19,082,000 for all administrative expenses. 


MEDICAL SOCIETY AND ADVISORY COMMITTEE RELATIONSHIPS 


At both state and local levels excellent cooperation has existed 
between the agencies responsible for administration of the in- 
digent care program and the representatives of the professions 
concerned. This is particularly true of the medical profession. At 
the state level a general advisory committee on health exists, 
consisting of representatives chosen by the IPAC from medicine, 
dentistry, public health, nursing, hospital administration, public 
welfare, family welfare, and medical social work. This committee 
advises the IPAC in regard to general policies and procedures 
associated with operation of the medical care program and cor- 
relates the aid of the several technical advisory committees. The 
state medical advisory committee is appointed by the Illinois 
State Medical Society. This committee advises the IPAC con- 
cerning standards, procedures, and developments related to 
physician's services, secures the appointment and correlates the 
efforts of needed county medical advisory committees, enlists 
the support of state physicians and interprets the IPAC program 
to them, investigates and makes recommendations on problems 
referred by local advisory groups or county departments, and 
reviews the recommendations of county medical advisory com- 
mittees. Similar functions are served by the state dental advisory 
committee (now inactive because of disagreement with the IPAC 
over dental fees), the state ophthalmology committee (especially 
as regards the aid to blind program), the subcommittee on radi- 
ology, the state drug advisory committee, and the state hospital 
advisory committee. 

Advisory committees also are maintained at the county level. 
The county medical advisory committees, appointed by the !ocal 
society president, advise the county departments on matters 
concerning medical care and serve the county departments as 
liaison with the medical profession and the community. The 
county dental advisory committees (many of which are active 
despite the inactive status of the state body) and the county 
medical-dental subcommittees (for study of dental services when 
related to an existing health problem) also serve at a local level. 
Most county committees meet monthly to consider medical 
problems and when necessary to review bills and individual cases 
in question. The state advisory committees welcome suggestions 
from the county groups. The IPAC has the reciprocal responsi- 
bility for seeking and utilizing, when possible, advisory commit- 
tee help and recommendations in problems of mutual concern. 
The IPAC district representative oversees the cooperative efforts 
at the county level for the initiation of which the county super- 
intendent is responsible. 

In the city of Chicago several advisory committees are main- 
tained. The general health advisory committee includes profes- 
sional and lay people “in the community who serve in an advisory 
capacity on general policies and procedures in the area of health 
and medical care, on matters concerning relationships with 
medical agencies, and on other questions not falling within the 
jurisdiction of the advisory committees in the technical fields 
or in the area of purely administrative scope.” The medical 
advisory committee is composed of physicians representing the 
Chicago Medical Society. It serves “to establish policies and 
procedures under which the roster of physicians operate, suggest 
methods for improving the quality of services relating to medical 
practice, consider applications of physicians who wish to par- 
ticipate in the program, receive and investigate complaints from 
physicians, patients, or the public regarding services rendered, 
and make recommendations concerning their disposition.” It also 
advises on medical problems involving expensive or unusual 
treatment. The drug and dental advisory committees serve similar 
functions within their own fields. 
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The Cook County welfare department is served by an advisory 
board consisting of 45 members and one honorary life member 
appointed by the president of the board of commissioners of 
Cook County. A welfare services committee, composed of 12 
members appointed by the IPAC and nominated by the board 
of commissioners from among the members of the advisory 
committee, has legal responsibility to advise the welfare depart- 
ment and the IPAC on all phases of public assistance in the 
county. Subcommittees, augmented by specialists, have dealt 
with the specific topics suggested by their titles: (1) committee 
on nursing home standards, (2) committee on legislation, (3) 
committee on vocational counseling and placement, (4) budget- 
ing of earned income of youths in ADC households, (5) relation- 
ship of Cook County with the state agency, and (6) aid to 
dependent children program. 


SUMMARY 

The state of Illinois is charged by law with providing the 
requisites of “health and well-being” to all public and general 
assistance clients. By this authority essential medical care is 
given to general assistance clients through the state’s 1,455 local 
governmental units, including the townships and the cities of 
Chicago and Cicero. Only in the 91 such units in which state 
funds are used to supplement local funds, does the state, through 
the Illinois Public Aid Commission (IPAC), have supervisory 
powers. Medical care is given to public assistance clients through 
the state’s 102 county departments of welfare that are the direct 
administrative agencies for the IPAC. The IPAC is the super- 
visory and policy-making board for all aspects of the state’s 
assistance programs. Decisions on medical matters are made with 
the cooperation of its technical medical advisory committee. 
Essential medical care includes home, office, and hospital visits 
by the physician of choice, hospitalization, nursing care, pharma- 
ceuticals, dental services, glasses, and other appliances. Free 
choice of physician and other medical personnel and facilities 
is permitted in almost all local programs. 

In Cook County and Chicago, there are certain differences 
from the plan as outlined for the state. The Cook County de- 
partment of welfare cares for the medically indigent of Chicago 
and Cicero, as well as the county’s public assistance cases. The 
city of Chicago cares only for its relief cases. In Chicago, phy- 
sicians participate who are approved by the Chicago medical 
advisory committee, through an agreement with the department 
of welfare. Cook County participating physicians are those 
affiliated with the Physician’s Service. The medically indigent 
of Chicago may be hospitalized only in Cook County Hospital, 
but the Chicago general assistance clients have a choice, when 
accommodations are available, of i8 private hospitals in addi- 
tion to the county hospital, and the county public assistance 
clients have a choice of 52 private hospitals besides the county 
hospital. Participating nonprofit clinics are located only in 
Chicago and Evanston. Physicians are paid according to a fee 
schedule covering home, office, and hospital calls and other pro- 
cedures; Chicago and Cook County physicians are not paid for 
inhospital care. Bills are submitted to the local governmental 
unit or to the county department on the prescribed forms and 
payment is directly to the vendor. Hospitals are paid regular 
charges not to exceed a per diem rate based on a cost formula 
applied individually to each hospital. Other vendors are gov- 
erned by fee schedules and receive payment in the same manner 
as physicians. 

Local governmental units receive state funds for their general 
assistance programs only when local funds raised by levy are 
insufficient. County departments depend entirely on state and 
federal funds for the granting of public assistance. The state of 
Illinois provides for its indigent citizens a comprehensive assist- 
ance program that includes medical care that is the equivalent 
of that obtainable by the general population. In Chicago and 
Cook County there are some restrictions on who may provide 
the services, but these do not much detract from the excellent 
coverage provided; however, the exigencies of the state political 
subdivision and authority to tax have resulted in a division of 
administration between public and general assistance programs 
that somewhat diminishes the coordination between the two 
programs. 
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CURRENT STATUS OF JENKINS-KEOGH BILLS 
Frank G. Dickinson, Ph.D., Chicago 


On Jan. 5, 1955 (84th Congress, First Session), Mr. Thomas A. 
Jenkins (R., Ohio) introduced H. R. 9, and Mr. Eugene J. Keogh 
(D., N. Y.) introduced H. R. 10. These identical bills, which 
would establish a voluntary pension system for the self-employed 
and the pensionless employed, were immediately referred to the 
House Committee on Ways and Means. By these actions the 
Jenkins-Keogh bills of the 83rd Congress, First Session (H. R. 
10 and H. R. 11), introduced on Jan. 3, 1953, are again before 
the Committee on Ways and Means. These bills are also sub- 
stantially the same as H. R. 8390 and H. R. 8391 introduced 
by Mr. Keogh and Mr. Daniel A. Reed (R., N. Y.) on June 27, 
1952 (82nd Congress, Second Session). The Keogh-Reed bills 
were revisions of the original Keogh-Reed bills (H. R. 4371 
and H. R. 4373) introduced on June 7, 1951, 82nd Congress, 
First Session.! 

A somewhat similar proposal for tax deferment on amounts 
set aside for retirement was again introduced by Mr. John H. 
Ray (R., N. Y.) on Jan. 13, 1955, as H. R. 2092, which was 
referred to the Committee on Ways and Means. (Identical bills 
have been introduced by nine Republican congressmen from 
New York.) This new bill incorporates most of the features of 
H. R. 9754 introduced by Mr. Ray on June 30, 1954, 83rd 
Congress, Second Session. In general, the Ray bill is a revision 
and an extension of the Jenkins-Keogh bills. It offers some tax 
deferment to every taxpayer, even small amounts to those 
covered by private pension plans. At the present writing it seems 
likely that a measure will also be introduced into the British 
Parliament after the budget speech of the Chancellor of the 
Exchequer in April. In February, 1954, the report of the Com- 
mittee on Taxation Treatment of Provisions for Retirement 
(generally known as the Millard Tucker No. 2 Committee) was 
published as a White Paper (Cmd. 9063, 153 pages). A summary 
of this report originally published in the London Economist of 
Feb. 20, 1954, was reprinted in the Congressional Record at 
the request of Congressman Eugene J. Keogh (March 24, 1954, 
page A 2257). The recommendations of the Tucker Committee 
have been under close examination by various departments of 
the British government since they were published and have also 
come under the scrutiny of the Royal Commission. Although a 
full-scale analysis of the report of the Millard Tucker No. 2 
Committee is outside the scope of this article, it may be said 
that after allowing for the very considerable differences between 
our Federal Internal Revenue Code and British tax laws, the 
Tucker Committee is recommending to Parliament a British 
counterpart to the Jenkins-Keogh bills. 


JENKINS-KEOGH VERSUS RAY 


The purpose of the Jenkins-Keogh and Ray bills is broadly 
the same; namely, to encourage but not compel saving for 
retirement by the self-employed and by employed persons whose 
employers have not established pension and/or profit-sharing 
plans for them. For the record, it should be stated that the Ray 
bill was inspired by the interest of Thomas E. Dewey, then 
Governor of New York, in the spring of 1954. He felt that self- 
employed lawyers were at a serious disadvantage in saving for 
old age in comparison with employed lawyers. Many of the latter 
are covered by all manner of pension and profit-sharing plans 
to which employers make substantial contributions that are not 
currently taxable income to the employee. He also expressed to 
us and to others his firm belief that the principle involved in 
the Jenkins-Keogh bills was more likely to be incorporated into 





Director, Bureau of Medical Economic Research, American Medical 
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1. A list of recent publications on this subject will be included in the 
reprint, Bureau bulletin 98. 
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federal legislation if the maximum amounts that could be set 
aside annually were reduced from 10 to 5% of earned income 
and the maximum annual amount were reduced from $7,500 
to $1,000 the first year, $2,000 the second year and $3,000 there- 
after. He also considered it expedient and desirable to permit all 
employed persons covered by pension plans to set aside half of 
these lower limits, that is, 2.5% or $500, $1,000, or $1,500. 
Accordingly, these lower limits and broader coverage features 
were incorporated into the Ray bill. 

Both bills make special provisions—past service credits—for 
those older self-employed and pensionless employed persons 
who have not had the benefit of tax deferment during the early 
and middle parts of their working lifetimes. The provisions sound 
very different—an extra 1% of earned income or $750 for each 
year of attained age (established as of Jan. 1, 1955) in excess 
of age 55 under the Jenkins-Keogh bills as compared with an 
increase of 0.2 of the annual limits for each year of attained 
age (established as of Jan. 1, 1956) in excess of age 50 under 
the Ray bill—but the differences would almost cancel out for 
most older persons. In other words, the provisions for past 
service credits for those who have relatively few remaining 
working years are about the same, but the amounts that could 
be set aside by younger self-employed and pensionless employed 
persons are substantially lower under the Ray bill. Considering 
the 1949 level of physician incomes as normal, the average 
monthly pensions starting at age 70 for physicians now under 
50 years of age would be about $293 under the Jenkins-Keogh 
bills and about half that amount under the Ray bill. Further- 
more, it is understood that in drafting his bill Mr. Ray not only 
incorporated Governor Dewey’s ideas, but was greatly influenced 
by conferences held with officials of the Treasury Department. 
The American Medical Association has gone on record several 
times in support of the Jenkins-Keogh bills, but is deferring 
action on the Ray compromise while awaiting an official opinion 
on the former, or a counterproposal, by the Treasury Depart- 
ment. This is essentially the position of the American Bar Associ- 
ation, the American Dental Association, the American Farm 
Bureau Federation, and other associated organizations. 


ATTITUDE OF BOTH PARTIES 

On Oct. 24, 1952, the following statement regarding the 
principle of the Jenkins-Keogh bills, quoting Dwight D. Eisen- 
hower, the Republican candidate for the presidency, was released 
from Hotel Commodore headquarters in New York: 

“The government is rightly concerned with assisting its citizens 
to provide savings for their old age. The Social Security Act of 
1935 embodied the doctrine that society through government 
should provide minimum benefits for the aged. We all favor 
this. 

“In 1942 the government made an important supplement to 
the Social Security Act by legislation which offered tax ad- 
vantages to corporations and their employees in the establish- 
ment of pension funds (Section 165, Internal Revenue Code). I 
am thoroughly in accord with the principle of this legislation. 
Over 16,000 pension plans have been filed under this law pro- 
viding more adequate security for the employees of corporations 
covered thereby. When this legislation was being considered, 
self-employed individuals were evidently forgotten, yet they get 
old and sick just as other people do. There are over ten million 
workers who cannot take advantage of these tax release pro- 
visions now offered to corporations and their employees. They 
include owners of small businesses, doctors, lawyers, architects, 
accountants, farmers, artists, singers, writers, independent people 
of every kind and description but who are not regularly em- 
ployed by a corporation. I think something ought to be done 
to help these people to help themselves by allowing a reasonable 
tax reduction for money put aside by them for their own savings. 
This would encourage and assist them to provide their own funds 
for their old age and retirement. If I am elected I will favor 
legislation along these lines. (Signed) Dwight D. Eisenhower” 


During the presidential campaign there was an exchange of 
letters between Congressman Eugene J. Keogh (Aug. 4, 1952) 
and Congressman John W. McCormick (Aug. 5, 1952) in which 
Mr. McCormick, who was chairman of the platform committee 
at the Democratic National Convention in 1952, stated that, in 
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his opinion, the Democratic platform clearly implied approval 
of the principle of the Jenkins-Keogh bills. These two letters and 
a foreword by Hon. Eugene J. Keogh were published in the 
Congressional Record of Feb. 25, 1953, on page A 961. 


In his State of the Union message of Feb. 2, 1953, President 
Eisenhower said: 


No less important is the encouragement of privately sponsored pension 
plans. 


We must develop a system of taxation which will impose the least 
Possible obstacle to the dynamic growth of the country. 


This includes particularly real opportunity for the growth of small 
businesses. 


Many readjustments in existing taxes will be necessary to serve these 
Objectives and aiso to remove existing inequities. Clarification and 
simplification in the tax laws as well as the regulations will be undertaken. 


COORDINATING COMMITTEE 

Representatives of more than a score of national organizations, 
many of whose members are self-employed, established a liaison 
group three years ago for the purpose of educating their members 
regarding the pension plight of the self-employed and possible 
remedies. This group is now known as the Coordinating Com- 
mittee on Pensions for the Self-Employed and the Fensionless 
Employed. Since this proposed legislation was initiated by the 
American Bar Association, the chairman of the Special Commit- 
tee on Retirement Benefits for Lawyers of the American Bar 
Association, Mr. George Roberts of New York City, is also 
chairman of the Coordinating Committee. No counterparts to 
The Coordinating Committee have yet been established at state 
or local (congressional district) levels. A subcommittee of the 
Coordinating Committee has met with interested parties in 
the federal government. Several attempts were made to have the 
Jenkins-Keogh bills incorporated into the general revision of the 
Internal Revenue Code of 1954. 

In direct and indirect conversations with representatives of the 
Treasury Department, a variety of opinions and arguments have 
been voiced. The failure since Jan. 3, 1953, of the Treasury 
Department to give the customary type of criticism and opinion 
on a pending bill on the request of the House Ways and Means 
Committee has been most disconcerting. Expressions of opinion 
by the staff of the Treasury Department during the past year to 
members of the Coordinating Committee have, however, always 
been prefaced by a clear recognition that legislation is needed 
to correct the inequity in the Revenue Code as regards the 
pension disadvantages of the self-employed. But after giving us 
some moral support, reference has often been made to a number 
of problems. Among these are potential inequities that might 
be created by the Jenkins-Keogh bills, and even by the Ray bill. 
Earlier conversations centered around extremely high estimates 
of the probable loss of current revenues. Ultimately, of course, 
some of the revenue loss would be recovered during the retired 
years because the pending legislation provides for tax deferment, 
not tax avoidance. In more recent conversations, estimates of 
the revenue loss have been much more moderate. One amount 
mentioned often recently is 300 million dollars annually. Pub- 
lished studies and testimony of the Bureau of Medical Economic 
Research before the House Ways and Means Committee, which 
have never been publicly criticized, indicate that the revenue 
loss for the first years could not exceed 75 million dollars yearly 
so far as the self-employed are concerned. We have not offered 
an estimate of possible revenue loss resulting from amounts that 
would be set aside by the pensionless employed for their retire- 
ment; admittedly, it is more difficult to develop estimates for 
them. It is recognized, of course, that many of the pensionless 
employed will eventually be covered by employer-employee 
pension plans as the latter are expanding at a phenomenal rate. 


SOME ILLUSIONS 
Some critics of the proposed legislation in Washington, D. C., 
and elsewhere have attempted to create illusions concerning the 
purposes of this type of legislation, indicating that it might give 
rise to other discriminations. However, data in the recent publica- 
tion, “National Income,” 1954 edition, of the United States 





2. National Income, 1954 edition, U. S. Department of Commerce, 
1954, pp. 76 and 163 and tables 25, 27, and 28. 
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Department of Commerce, enable us to dispel most of these 
illusions. During 1953, $4,927,000,000 was paid out by employ- 
ers in the United States as contributions to private pension and 
welfare funds. These amounts were truly supplements to the 
wages but not to the currently taxable incomes of the employees 
covered by such plans. Of this 4.9 billion dollars, 3.1 billion was 
contributed by employers to all pension and profit-sharing plans 
that normally mature as taxable pensions to the employee; an 
extra 1.4 billion dollars was in the form of contributions by the 
employer to pay premiums on “free” group insurance; the 
remaining 0.4 billion dollars represented employer contributions 
to other health and welfare plans. Before this legislation could 
create unbalanced discriminations against employed persons, it 
would be necessary to expunge the existing discrimination against 
the self-employed—and, to some extent, against the pensionless 
employed. To be more specific, according to these data of the 
U. S. Department of Commerce the counterpart of $4,927,000,- 
000 must be found for those citizens who do not participate in 
this large amount of currently nontaxable income received in 
forms other than cash. Those who look for new discriminations 
that might develop from the enactment of the Jenkins-Keogh or 
Ray bills should examine these data from the Department of 
Commerce very carefully and should, moreover, appreciate the 
great extent of the present discrimination against the self- 
employed. 

It appears that under the Jenkins-Keogh and Ray bills, the 
eligible taxpayer will obtain a “vested” interest in the amounts 
he sets aside and in the interest accumulations thereon, which 
has few counterparts in industrial pension systems. Under most 
employer-employee pension plans the employee can, when sever- 
ing his employment, withdraw his employer’s contribution to 
the pension plan only after many years of service to that em- 
ployer; and many of these pension plans never permit the 
employee to withdraw all of the employer’s contributions in 
cash. It is then claimed that the Jenkins-Keogh bills or the Ray 
bill would confer on the self-employed considerable advantage 
over the employed because the former could move from New 
England to California or change to another type of employment 
without losing any of the amounts set aside under these bills. 
These critics have failed to note that under these bills there 
can be no “vesting” in the industrial pension sense of that term 
until age 65. They stress the fact that under these bills the 
amount set aside and the accumulations thereon will inure to 
the estate of the self-employed person if he dies before age 65 
and that this creates an unfair advantage for the self-employed, 
because few pension plans provide death benefits prior to age 
65. But these new data from the Department of Commerce show 
that employers are contributing in premiums for “free” group 
insurance, including death benefits, for their employees almost 
half as much as they are contributing to profit-sharing and 
pension funds. These new data would, therefore, seem to answer 
completely the charge that the new bills would swing the balance 
toward discrimination in favor of the self-employed. Even the 
possibility of minor discriminations in their favor should not 
deter serious advocates of reform from trying to remove the 
self-employed from their role of second-class citizens in the 
matter of federal income taxation. 

About the only way the supporters of the Jenkins-Keogh and 
Ray bills can validate these partcular criticisms would be to 
amend the bills to provide a counterpart for the self-employed 
to the amounts set aside by employers for all manner of group 
insurance plans. The supporters of the Jenkins-Keogh bills have 
actually considered such amendments that would more com- 
pletely close the discriminatory gap, but have deemed it unwise 
to try to obtain in one piece of legislation the counterparts both 
of tax deferment on amounts set aside for pensions and of the 
free insurance now received by employees in this era of fringe 
benefits. Rather, it seems wiser to eliminate these discriminations 
one at a time. 

Another illusion is that these bills would aid only people of 
high incomes. The 11 million self-employed persons in the 
United States earn, on the average, very little more than the 
employed—about $4,000 a year.? Like the employed, some of 
the self-employed enjoy high incomes, some of them earn only 
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moderate incomes and some of them have rather low incomes. 
For example, in the bench mark survey of physicians’ incomes 
for 1949, 10% of the respondents reported net professional in- 
comes—net was 60% of gross—of less than $2,650; 23% re- 
ported net professional incomes of less than $5,000. If interns 
and residents, who are also doctors of medicine, had been in- 
cluded in the survey, the percentages would have been much 
higher. Physicians’ incomes are probably the highest among the 
professions, with the exception of certified public accountants 
and consulting engineers. From the standpoint of incomes re- 
ceived, the self-employed are a good cross section of the entire 
gainfully employed population, which currently numbers more 
than 62 million. So the claim that the self-employed are the rich 
people and the employed, including the officers of corporations, 
are the poor people is strictly an illusion. One has only to con- 
sider the variety of income patterns of those in his own im- 
mediate circle of friends and acquaintances to realize that the 
rich and the poor are to be found both among the employed 
and the self-employed. The illusion that this is a “rich man’s 
bill” is also advanced by the claim that, among the self-em- 
ployed, only those with high incomes will make use of the tax 
deferment advantages of the pending legislation. One need only 
look around in his community of friends to realize the absurdity 
of this claim. Are the rich people in your neighborhood the 
only ones who save money? Are the poor people in your neigh- 
borhood, whether employed or self-employed, the only ones who 
do not save money? Since this legislation would compel no one 
to save for old age, those who would benefit by its provisions 
must first decide not to spend money but to save it. The pro- 
pensity to save is not confined to any one income class, one 
population group, cities of a given size, or one section of the 
country. Some persons are more concerned than others at the 
prospect of a penniless old age. It is unquestionably true that 
a great majority of our younger earners do not think very seri- 
ously about their retirement needs and that most of them are then 
in the low earning period of their lives. As they grow older, they 
are likely to enjoy somewhat higher incomes, and as age 65 gets 
closer and closer, they are also more likely to think about their 
need for retirement incomes. Life insurance agents and pension 
consultants fully realize that the average person does not be- 
come pension conscious until he is well past 40 years of age. 
Only in the age-earning sense of the term, then, is there a rea- 
sonable expectation that the rich will make more use of the 
tax deferment opportunity than the poor. Doubtless many low 
income, older, self-employed persons will make greater use of 
the provisions of this pending legislation than would the high 
income, younger, self-employed persons. The restrictions on 
withdrawal of funds until the 65th birthday should make this 
expectation self-evident. Moreover, the proposed legislation does 
not, of course, change the progressive features of federal income 
taxes. 
PUBLIC APATHY 

Self-employed physicians and others interested in this legis- 
lation eliminating the discrimination against them should realize 
that the Jenkins-Keogh and Ray bills are not before Congress 
at the present time but have been referred to the House Com- 
mittee on Ways and Means. The Treasury Department has not 
yet presented to the House Ways and Means Committee the 
customary administration analysis and criticism of these bills. 
The Committee on Ways and Means, in turn, would like to have 
the Treasury opinion before taking any action on these bills. 
Several congressmen and other political leaders in Washington 
have said that any version of these bills that is approved by 
the House Ways and Means Committee will pass both houses 
of Congress in short order because the subject of pensions is 
popular with Senators, Representatives, and their constituents. 
It has also been said repeatedly that no bill will come out of 
the Ways and Means Committee unless there is more interest 
expressed at the local level by physicians, lawyers, dentists, 
farmers, shopkeepers, and other self-employed people. This local 
sentiment must reach the ears of congressmen, particularly from 
the districts of the 25 members (15 Democats and 10 Republi- 
cans) of the House Committee on Ways and Means. 


Just as each national organization has one representative on 
the Coordinating Committee on Pensions for the Self-Employed 
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and the Pensionless Employed, it would seem that leaders of 
these interested groups at the local levels should work together, 
under the leadership of the local bar association, in some kind 
of loose organization to let their congressmen know that they, 
like their employed neighbors, have great need for pension plans. 
Surely the self-employed who grow old are as likely to be en- 
feebled by the aging process and will have as great a need for 
retirement income as their neighbors who have chosen to earn 
a living by working for employers. In this era of great emphasis 
on big business and big labor, there is a tendency to forget small 
business and small labor, particularly the man who works for 
himself. 

These would seem to be sufficient reasons for physicians to 
join hands with other self-employed professional persons in an 
attempt to eliminate the public apathy toward these measures 
which congressmen have noted. But there are even more com- 
pelling reasons for concern that may not be clear from a casual 
reading of the Jenkins-Keogh and Ray bills. Anyone who enjoys 
the privilege of giving guidance to young physicians, dentists, 
and lawyers who are ready to enter their professions often has 
the very discouraging experience of finding young professionals 
reluctant to enter private practice and thereby forgo the ad- 
vantages of becoming an employee. How often have questions 
such as the following been heard: “Why should I borrow money 
to set up a practice for myself when I can work for a firm which 
will pay at least part of the cost for a pension, provide me with 
free life insurance, free hospital insurance for me and my family, 
paid vacations and other fringe benefits? Why should I take 
the risk of being an individual proprietor when I can obtain 
so much security by being an employee?” Rather well-informed 
physicians may be surprised to learn that a number of the large 
medical groups—some of which are leaders in every phase of 
medicine—have, by one legal means or another, provided for 
savings to be put aside regularly, without their becoming cur- 
rently taxable, for the benefit of their physician “employees.” 
(Some states do not prohibit the corporate practice of medicine; 
in other states enabling acts have allowed some medical groups 
to establish foundations that employ physicians.) Young phy- 
sicians who have been casting about for connections have learned 
of these superior opportunities even within the medical profes- 
sion itself. 


The Kintner Case.—The decision of the U. S. Court of 
Appeals of the 9th Circuit on Oct. 14, 1954, in the Kinter case 
(107 F. Supp. 976)—and the decision of the federal government 
not to appeal—seemed to establish the opportunity within very 
narrow limits for a group of physicians to form themselves into 
an association and by becoming employees of the association, 
to enjoy tax deferments until old age on amounts set aside cur- 
rently by the association into retirement funds.* This decision 
would be of considerable importance if a favorable Treasury 
Department ruling should be given along the lines of the de- 
cision and if the larger medical groups had not already discov- 
ered legal means of obtaining, for at least some of their 
physician members, the tax deferment that would be conferred 
on all self-employed physicians by the Jenkins-Keogh or Ray 
bills. A favorable ruling seems unlikely, even for taxable years 
prior to 1955. Section 1361 (d) of the Internal Revenue Code 
of 1954 specifically prohibits a partner or proprietor of an un- 
incorporated business enterprise (which presumably includes the 
practice of medicine) from being considered an employee for 
pension purposes, even if the partner or proprietor should suc- 
ceed in being taxed as a corporation. 


Impact on Young Physicians—Although no one can foresee 
all the changes that may come in the pension situation of the 
self-employed, it is quite clear that unless something is done 
to make self-employment more attractive financially, the Ameri- 
can people are in grave danger of seeing many of the young 
replacements for professional men who have completed their 
working lifetimes as individual proprietors bypass the oppor- 
tunity to put up their shingles and ask the public to call on them 
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for professional services. The trend is definitely toward the 
young professional man becoming an employed person, a trend 
that, unarrested, will culminate in a warping of professional 
opportunity. Obviously this situation makes the large city more 
attractive to the young professional, for there are relatively few 
opportunities to become an employed physician in rural com- 
munities. This is one of the factors contributing to the pro- 
nounced migration of professional people into urban areas. So 
quite apart from the understandable objective of obtaining tax 
equality with their employed counterparts, the public-spirited 
physician should do everything in his power to urge the members 
of the House Ways and Means Committee to approve this kind 
of legislation because it is in the public interest. 


SUMMARY 

The Jenkins-Keogh bills and the Ray bill, which is a down- 
ward revision of the former, are now before the Ways and 
Means Committee, House of Representatives, 84th Congress. 
(There is some possibility that the British Parliament will also 
soon consider the pension plight of the self-employed.) The 
Treasury Department has not yet given the House Committee 
on Ways and Means the usual opinion and analysis of these 
bills. Political leaders in Washington report some lack of public 
interest in these bills that could be corrected by more activity 
on the part of self-employed professionals and others, particu- 
larly in the 25 congressional districts represented by the mem- 
bers of the House Ways and Means Committee. Many profes- 
sional associations are supporting these bills both because of 
the need for equitable tax treatment for the self-employed in 
the accumulation of retirement funds and as a measure to en- 
courage more young professional men to enter the private prac- 
tice of their professions, thereby undertaking the economic risks 
of the individual proprietor. These bills appeal to those who 
believe in the doctrine of individual responsibility, a cornerstone 
in the practice of every profession. 
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SELECTION OF MEDICAL STAFF IN 
GOVERNMENTAL HOSPITALS 

It has long been held that the board of trustees of a private 
hospital has the right to adopt rules and regulations relating 
to the qualifications and responsibilities of its staff members. 
This principle was well stated in one case! in this way: “A 
member of the medical profession duly authorized by kaw to 
practice his profession in the District of Columbia is not by 
reason thereof entitled to practice in any of the private Wash- 
ington hospitals. Permission to practice in such a hospital is not 
a right on the part of an applicant doctor but is only a privilege 
which can be extended or withheld from him at the will of, or 
at the discretion of, the particular hospital.” This position has 
been affirmed in a number of other decisions.” 


As far as governmental hospitals are concerned, it has here- 
tofore been uniformly held that governing boards may not adopt 
arbitrary rules but may adopt rules and regulations that are 
reasonable, that tend to promote efficiency in the conduct of 
the hospital’s affairs, and that are necessary to enable the hos- 





1. United States vy. American Medical Association, 28 F. Supp. 752. 

2. Hughes v. Good Samaritan Hospital, et al., 158 S.W. (2d) 159. 
Levin v. Sinai Hospital of Baltimore City, Inc., 46 A. (2d) 298. Natale v. 
Sisters of Mercy of Council Bluffs, et al., 52 N.W. (2d) 701. West Coast 
Hospital Association v. Hoare, 64 So. (2d) 293. 

3. Hayman v. City of Galveston, 273 U. S. 414. Richardson v. City 
of Miami, 198 So. 51. Newton v. Board of Commissioners of Weld 
County, 262 P. 1088. Lambing v. Board of County Commissioners, 263 
P. 992. Van Campen v. Olson General Hospital, 147 N.E. 219. 

4. Hamilton County Hospital v. Andrews, 84 N.E. (2d) 469. Selden 
v. City of Sterling, 45 N.E. (2d) 329. Board of Trustees of Memorial 
Hospital of Sheridan County v. Pratt, 262 P. (2d) 682. 

5. Albert v. Board of Trustees of Gogebic County Public Hospital, 
67 N.W. (2d) 244. 
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pital to fulfill better its obligations and duties to the public. 
These decisions have applied to situations involving cult prac- 
titioners * as well as doctors of medicine.+ 

The most recent case relating to the right of a governmental 
hospital to determine which physicians may or may not use its 
facilities arose in the state of Michigan and was decided by the 
Supreme Court of that state on Nov. 29, 1954.5 This decision 
must be added to the list of cases concerning doctors of medicine 
but it expresses what is, at the moment at least, a minority view- 
point. Grand View Hospital (popular name for Gogebic Public 
Hospital) in Ironwood, Mich., was established under the pro- 
visions of the county hospital act and is supported by public 
funds as contemplated by such act. This act, authorizes the 
boards of trustees of county hospitals to adopt such rules as will 
“render the use of said hospital of the greatest benefit to the 
greatest number” and also such rules for the “government of 
the hospital as may be deemed expedient for the economic 
and equitable conduct thereof.” The act also provides that a 
patient shall have “absolute right to employ at his or her own 
expense his or her own physician” and “when acting for any 
patient in such hospital the physician employed by such patient 
shall have exclusive charge of the care and treatment of such 
patient.” Finally, the statute authorizes county hospitals to ex- 
clude therefrom anyone violating any of the rules that the hos- 
pital board might adopt. Pursuant to the provisions of this statute 
the board of trustees, in 1950, approved the following rules 
(among others) for the operation of the Grand View Hospital. 


ARTICLE V 

“The medical staff of this hospital shall consist of physicians 
and surgeons who have been licensed to practice medicine and 
surgery in the State of Michigan by the State board of registra- 
tion in medicine and who have been organized as a medical staff 
of this hospital and have complied with all the rules and re- 
quirements in regard to obtaining membership on the staff, 
according to the rules and regulations adopted by the trustees. 

“The staff shall be divided into two (2) divisions—senior and 
junior. All general practitioners and specialists who reside in the 
county of Gogebic or the county of Ontonagon, Michigan, or 
the County of Iron, Wisconsin, who are licensed to practice in 
Michigan and who have practiced twenty (20) years shall be 
members of the senior division of the staff. 

“The board of trustees shall thereafter admit such physicians 
and surgeons to the staff as they shail deem qualified and who 
possess the other qualifications herein set forth, and shall classify 
such physicians and surgeons as either senior or junior members. 
In making such selections and classifications they may consider 
the recommendations of the senior staff members. 

“Any member of the junior division may be advanced to the 
senior division at any time the board of trustees shall deem such 
junior member qualified. In making such advancement, the 
board of trustees may consider the recommendations of the 
senior staff members. 

“Physicians and surgeons desiring to be admitted to the staff 
shall make application on the form provided by the board of 
trustees.” 

ARTICLE VI 

“No physician or surgeon shall perform a major operation in 
this hospital unless he is a member of the senior staff or has in 
attendance, prepared for assisting in the operation, one or more 
senior members of the staff of this hospital in addition to a 
person qualified to administer anesthesia. 

“A major operation is one which involves a serious hazard to 
the life of the patient.” 

ARTICLE VII 

“No patient shall be admitted to this hospital for any operation 
or treatment unless under the direction of some licensed physi- 
cian or surgeon, according to the rules and regulations of this 
hospital, except in case of an emergency.” 


ARTICLE XVI 
“No person shall be allowed to practice medicine in this hos- 
pital unless he has in full force and effect a license fram the 
State of Michigan to practice- medicine and surgery in all its 





“a 
rem 
be €: 
a pa 


9 
exce 
seni 
on ¢ 
inter 
indi 
prev 
toxe 


ss 
prev 
wife 
“( 
pera 


“7 
may 
and 


prev 
med 
and 
that 
trust 








Vol. 157, No. 15 


branches in the State of Michigan and who is in good standing 
in the medical profession, and is physically and morally and 
mentally qualified to practice his profession.” 


ARTICLE XVII 

“No person claiming to be a physician and surgeon, who is 
not a member of the senior or junior staff and who is not ac- 
companied by some member of the senior or junior staff, shall 
practice in this hospital until he has submitted to the super- 
intendent his license to practice medicine in the State of Mich- 
igan, or otherwise shown to the superintendent that he is duly 
licensed to practice medicine as a physician or surgeon.” 


ARTICLE XXIII 

“Any reputable non-resident physician may bring his patients 
to the hospital for treatment but must leave them in charge of 
a member of the staff of this hospital. Any member of the staff 
shall not be considered a non-resident within the meaning of this 
article. Non-resident physicians and surgeons shall be those not 
residing in either Gogebic county or Ontonagen county, Michi- 
igan, or Iron County, Wisconsin.” 


ARTICLE XXIV 
“The attending physician shall be held responsible for a com- 
plete record of the patient for the hospital files; this record shall 
include identification, date, complaints, personal history, family 
history, history of present illness, physical examination, special 
reports, such as consultations, clinical laboratory, x-ray and 
others; provisional diagnosis, medical or surgical treatment, 
pathological findings, gross and microscopic; progress notes; final 
diagnosis; condition on discharge; follow up record; and autopsy 
findings when such autopsy has been performed. This record 
shall always be up to date.” 
ARTICLE XXV 
“A complete history, physical examination record and work- 
ing diagnosis shall be completed within thirty-six hours after 
admission and except in emergency, shall be required prior to 
operation. No case record shall be filed until complete. All 
records are the property of the hospital and must not be taken 
away, but the patient or physician may obtain copies or abstracts 
on request by furnishing the proper legal instruments. Patients 
to be operated on in the morning shall be in the hospital by 
4 p. m. the day previous.” 
ARTICLE XXVI 
“All operations performed are to be fully described. All tissues 
removed at operation are the property of the hospital and must 
be examined by a competent pathologist, whose report shall form 
a part of the patient’s record.” 


ARTICLE XXVIII 

“No Caesarian operation shall be performed upon a patient 
except after consultation between the operating surgeon and a 
senior member of the staff, and the consultant has filed a report 
on a form prescribed by the board of trustees with the super- 
intendent of the hospital. And in all Caesarian sections, the 
indications for the operation, including especially the history of 
previous deliveries, x-ray pelvimetry and symptoms threatening 
toxemias must be fully recorded.” 


ARTICLE XXIX 
“No operation for ‘sterilization’ shall be permitted without a 
previously signed statement from the patient, her husband or his 
wife (as the case may be) or a responsible member of the family. 
“Consultation with a senior member of the staff is also im- 
perative before operation.” 
ARTICLE XXXII 
“The medical staff shall adopt such rules and regulations as 
may be necessary for the proper conduct of its work. Such rules 
and regulations may be amended at any regular meeting without 
previous notice by a % vote of the total membership of the 
medical staff. Provided that such rules do not conflict with rules 
and regulations adopted by the board of trustees and provided 
that they do not infringe upon the powers of the board of 
trustees.” 
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ARTICLE XXXIII 


“The board of trustees reserves the right to remove any mem- 
ber of the medical staff or to deprive any physician or surgeon 
of the privileges of the hospital whenever, in their sole judgment, 
the good of the hospital or of the patients therein demand it; 
and it reserves the right at any time of making any changes in 
these rules, by amendment, addition, substitution, repeal or re- 
vision, as in its judgment may seem for the best interests of the 
hospital and those who are to become patients therein.” 


All of these bylaws were set forth in the court's decision, but 
the defendant board had apparently restricted the rights of the 
physician-plaintiff only because of a violation of Article VI 
requiring the presence of a senior staff member “prepared for 
assisting” at any major operation and of Articles XXIV, XXV, 
and XXVI, requiring attending physicians to prepare certain 
records and submit operative tissue to a pathologist. The hospital 
contended that it had ample power to make rules limiting the 
practice of medicine and surgery in the hospital to classes desig- 
nated by the medical staff as set up by Article V, and it intro- 
duced some testimony to prove the reasonableness of the rules 
in dispute. The physician-plaintiff apparently contended that all 
of the rules promulgated constituted a limitation on the right to 
practice which was granted to him by virtue of his license from 
the board of medical examiners. He also contended specifically 
that (1) the senior staff member required to be present at major 
operations was not required to have even witnessed such an 
operation before and (2) the record-keeping requirements would 
result in a disclosure of confidential information. 


The Supreme Court did not rule on the plaintiff's specific 
arguments, nor did it have before it sufficient evidence relating 
to the reasonableness of the rules that the hospital had adopted. 
Instead, its decision is an interpretation of the county hospital 
act. That act, said the Supreme Court, has three sections relating 
to the rule-making power of county hospital boards, no one of 
which contains “any suggestion that the hospital board may 
suspend even partially the license of a regularly licensed practi- 
tioner. Such suspension is left with the state board of registration 
in medicine.” Continuing, the Court said “the license of plaintiff 
Albert granted him by the state board includes practice in public 
hospitals and shall be presumed to continue in such public hos- 
pital until suspension is interrupted by some clearly and lawfully 
impowered authority.” Hospital rules must be limited to the 
“economic and equitable conduct of the hospital.” 


The defendant cited the Selden case, referred to above, as 
authority for the rule-making power of county hospitals. The 
Illinois statute, however, said the court, is much broader and 
more inclusive than the Michigan statute because it expressly 
makes physicians, nurses, and “all persons approaching or 
coming within the limitation of the hospital” subject to the rules 
and regulations adopted by the board, while in the hospital. In 
conclusion, the Supreme Court held that all of the rules quoted 
above, with the exception of Articles XXIV, XXV, and XXVI, 
were without the power and authority of the hospital board to 
adopt and were void. The Court remanded to the trial court for 
further hearing the question as to the reasonableness of Articles 
XXIV, XXV, and XXVI. 

It is interesting to note that the Albert case, representing as it 
does a minority viewpoint concerning the rule-making power of 
a governmental hospital, has already become a springboard for 
further litigation. Information has reached the Law Department 
that a suit has been filed in Allegan County, Michigan, that will 
attempt to extend the ruling in the Albert case to a voluntary 
hospital. The hospital in question cares for some indigent patients 
and receives payment therefor out of tax funds. Apparently the 
argument will be made that this circumstance renders a volun- 
tary hospital subject to the same rules as an institution fully 
supported by taxes. This identical issue was raised in a case 
recently decided by the Supreme Court of Florida ® in which 
the court held that the receipt of such funds for services ren- 
dered to indigent patients does not convert the hospital from 
private to governmental. The public funds amounted to no 
more than 1% of the hospital’s total funds. This decision, of 
course, is not binding in Michigan, but it may be persuasive. 





6. West Coast Hospital Association v. Hoare, 64 So. (2d) 293 (Fia., 
1953) J. A. M. A. 157: 682 (Feb. 19) 1955. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Smoking and Diseases of the Coronary Arteries. R. Hegglin and 
G. Keiser. Schweiz. med. Wchnschr. 85:53-55 (Jan. 15) 1955 
(In German) [Basel, Switzerland]. 


Four reasons are stated that make it difficult to provide 
significant statistical proof of a relationship between human 
smoking habits and diseases of the coronary arteries, although 
this relationship in individual patients frequently has been im- 
pressive. 1. The changes associated with disease of thé coronary 
arteries become manifest physiologically with advanced age. 
2. Only many years’ intoxication with nicotine causes visceral 
changes, and therefore experimental production in animals is 
almost impossible. 3. Smoking is not the only cause that favors 
sclerosis. 4. Smoking is a widely spread habit, which makes it 
difficult for the individual investigator to find a sufficiently large 
number of control persons who could be considered statistically 
significant. The authors had hoped that the Swiss population 
would include less smokers than the American population ac- 
cording to Hammond and Horn (J. A. M. A. 155:1316 [Aug. 7] 
1954); a survey among the population of the city of Zurich, 
however, revealed a ratio of 25.5% of nonsmokers, as com- 
pared to nearly the same ratio of 23% in America. A compara- 
tive study, nevertheless, was carried out on 149 men over 50 
years of age treated for disease of the coronary arteries at the 
medical clinic of the university in Zurich and in private practice, 
and on unselected patients without disease of the coronary 
arteries. Results showed that: 1. Coronary sclerosis occurs more 
frequently in smokers than in nonsmokers, since 6.7% of the 
patients with coronary disease were nonsmokers as compared 
to 25.5% in the control group. 2. The incidence of heavy 
smokers was the higher, the younger the age of the patients 
was at the onset of the disease of the coronary arteries. 3. More 
heavy smokers were found in the group of patients with coronary 
disease than in the control group, since 45% of the patients 
with coronary disease were smoking more than 20 cigarettes 
daily, as compared to 28.5% in the control group. The authors 
are convinced that human smoking today is the most damaging 
habit, and it requires, therefore, particular consideration from 
the side of preventive medicine. 


Mild Ulcerative Colitis. J. F. Bishop. Am. J. Gastroenterol. 
23:32-37 (Jan.) 1955 [New York]. 


Bishop feels that perusal of the literature on ulcerative 
colitis gives the impression that it is always rather serious. 
Estimates of patients with ulcerative colitis requiring surgery 
range from 10 to 40%. Reviewing observations on 50 patients 
with ulcerative colitis, the author found that about half required 
no treatment beyond reassurance, antispasmodics and mild 
sedation. In about a third of the patients, p-nitrosulfathiazole 
(Nisulfazole) given by rectal instillation has apparently brought 
remission, in that their recurrences have been mild, and they 
have not become incapacitated. Corticotropin was deemed neces- 
sary in five patients, who had not responded to previous 
measures; four responded, but the fifth ultimately required a 
colectomy. Total colectomy was done on three patients, and 
one patient responded well to ileostomy alone. Thus the in- 
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cidence of surgery in this group was only 8%. Only 18% of 
the group required hospitalization for either corticotropin 
therapy or for surgery. Prescribing a bland, low residue diet for 
patients who have ulcerative colitis is based more on precedent 
than logic. The person with ulcerative colitis only finds his 
problems compounded when dietary invalidism is added to his 
other difficulties. Such a diet may even be detrimental. When 
the patient is confronted, day after day, with an unappetizing 
array of pureed fruits, pureed vegetables, chopped meat, and 
other insipid foods, the patient’s nutrition may suffer at a time 
when good nutrition is important in his recovery. He should, 
of course, avoid food causing excessive flatulence. A high 
protein general diet seems more logical than restyictions, and 
most people with ulcerative colitis may expect a relatively nor- 
mal life marked by occasional inconvenience. While ulcerative 
colitis may be a serious, disabling, and even fatal disease, in the 
majority of cases it is mild and causes little disability. 


Thrombocytopenic Purpura Caused by Hypersensitivity to 
Quinine. R. Steinkamp, C. V. Moore and W. G. Doubek. J. 
Lab. & Clin. Med. 45:18-29 (Jan.) 1955 [St. Louis]. 


Steinkamp and her associates present the case of a woman, 
aged 31, who was hospitalized because of uncontrolled epistaxis 
of six hours’ duration. She had noted small red spots on her 
legs one week before at the time of her menses. The latter lasted 
two days but the red spots persisted. She had taken large quan- 
tities of a proprietary analgesic (Bromoseltzer), for five to six 
years, and an occasional tablet of Bromoquinine, usually at 
onset of her menstrual period. During the 18 to 20 hours im- 
mediately prior to admission, she had taken 12 tablets of Bromo- 
quinine. There was profuse bleeding from both nostrils, the 
gingivae, and the uterus. While in the emergency room, she lost 
approximately 250 ml. of blood by epistaxis and vomited 500 ml. 
of bloody material. Immediate treatment consisted of intra- 
venous administration of 5% glucose in isotonic sodium chloride 
solution, blood transfusion of 1,000 ml., and nasal packs. During 
the first 24 hours of hospitalization another hematemesis of 
about 500 ml. occurred, and an additional 1,000 ml. of blood 
was given. On the second hospital day a tarry stool was passed, 
and she was given another 1,000 ml. of blood. There was no 
more bleeding after the fifth day of hospitalization, and the 
patient had no evidence of abnormal bleeding for the next five 
months. Then, on the second day of her normal menstrual period 
she took a large spoonful of Bromoseltzer and one tablet of 
Bromoquinine. About 20 hours later she began to bleed pro- 
fusely from the nose and gums; the menstrual bleeding became 
more profuse and she developed petechiae on her legs and 
chest. Soon after admission she vomited approximately 600 ml. 
of dark blood. After recovery from the second acute episode, 
test doses with acetanilid, a constituent of Bromoseltzer, failed 
to produce a significant platelet reduction, whereas 5 mg. of 
quinine hydrobromide caused a systemic reaction, a marked 
reduction in platelets, and prolongation of bleeding time. 
Thrombocytopenic purpura with a prolonged bleeding time and 
petechiae was produced in a normal volunteer after concomitant 
oral ingestion of quinine hydrobromide and intravenous injection 
of plasma from the quinine-sensitive patient. No change in 
platelet counts was observed in the same volunteer when quinine 
or plasma from the patient was given alone. In vitro platelet 
agglutinin tests were consistently positive only when quinine 
hydrobromide was added to the patient’s serum. The serum 
factor remained active after 199 days’ storage at -10 C. In the 
presence of quinine, a high panagglutinin titer could still be 
demonstrated in the patient’s blood drawn 203 days after re- 
covery from the second acute episode of thrombocytopenic 
purpura. No conclusive platelet agglutinins were demonstrable 
when sodium bromide, acetanilid, or Bromoseltzer were added to 
the patient’s serum. Passive transfer tests using the patient’s serum 
and quinine were negative. It is suggested: (1) that the immune 
mechanism responsible for the thrombocytopenia causes both 
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a peripheral destruction of platelets and transient damage to 
megakaryocytes, and (2) that the antigen to which antibody is 
produced is a complex composed of a union between the drug 
and platelets. 


Abnormal Hemoglobins: Clinical Disorders Resulting from 
Various Combinations. J. S. Lawrence and W. N. Valentine. 
California Med. 82:1-5 (Jan.) 1955 [San Francisco]. 


Within the past few years it has been noted that abnormal 
types of hemoglobin found in certain persons are associated 
with definite clinical disorders. At least four different varieties 
of sickle cell anemia are now recognized, three of them being 
heterozygous and one homozygous. When the gene for sickling 
is represented once, the person is asymptomatic and is said to 
have “sickle cell trait.” However, when the sickle cell trait is 
present in combination with certain other hemoglobin abnor- 
malities, such as hemoglobin C or D or with thalassemia trait, 
symptomatic clinical disease results. The homozygous condition, 
in which two genes for hemoglobin C are present in the same 
person, has been observed in a few persons. A similar condition 
in regard to hemoglobin D has not as yet been recognized. Three 
cases are reported here, one of homozygous sickle cell disease 
(two genes for sickling), one of heterozygous sickle cell disease 
with hemoglobin C (one gene for sickling and one for hemo- 
globin C), and one of homozygous hemoglobin C disease (two 
genes for hemoglobin C). Most of the cases reported in which 
abnormal hemoglobins were present occurred in Negroes and 
persons of Mediterranean extraction. Unexplained anemia in 
such persons should always raise the question of one of these 
disorders. If, in addition to anemia, target cells are present in 
appreciable numbers, suspicion should be increased. Nucleated 
erythrocytes, jaundice, and reticulocytosis are strong suggestive 
findings. While the demonstration of sickling will not determine 
what type of sickle cell disease is present, it clearly indicates 
that at least one gene for sickling is present. Patients who have 
all or some of the findings mentioned should have detailed 
chemical and/or electrophoretic studies. A concerted effort in 
this regard no doubt results in the uncovering of many more 
cases of the already recognized clinical disorders and probably 
will result in the discovery of previously unidentified disorders 
due to other genetic combinations involving different types of 
abnormal hemoglobins. 


A Case of Anthrax Septicemia Resembling Bubonic Plague. 
F. J. Wright and E. C. Ochieng. East African M. J. 31:516 
(Nov.) 1954 [Nairobi, East Africa]. 


The case reported by Wright and Ochieng was that of a night- 
watchman in a factory in which hides were used. Except for the 
absence of leukocytosis, the patient’s symptoms resembled those 
of plague, in that there was no visible cutaneous lesion and there 
was a solitary painful axillary bubo. His temperature rose to 
103 F; his condition rapidly deteriorated, and dyspnea, blood- 
stained sputum, mental confusion, and neck rigidity developed. 
Lymph node puncture yielded organisms resembling Bacillus 
anthracis, which were confirmed as such by culture and patho- 
genicity for guinea pigs. Lumbar puncture yielded pink fluid 
containing B. anthracis. The patient was treated with 100 cc. of 
antianthrax serum and with one million units of penicillin every 
four hours, but he died 56 hours after admission of anthrax 
septicemia. It is possible that the disease had been acquired by 
inhalation and the organisms reached the axillary gland from 
the lungs. 


BCG as a Public Health Measure in Jefferson County, Alabama. 
R. Berrey. J. M. A. Alabama 25:164-165 (Jan.) 1955 [Mont- 
gomery, Ala.]. 


Although the death rate from tuberculosis in Alabama has 
fallen steadily since 1900, the number of known cases has risen 
from approximately 6,000 ten years ago to 12,000 now. This 
larger number is explained partly by better case finding and by 
a longer life of the patients. Since the death rate of infants 
infected under one year of age is estimated at 35 to 50% and 
most cases of miliary tuberculosis and tuberculous meningitis 
occur in the early age groups, it was decided to vaccinate the 
newborn infants. The public health nurses tell the mothers in 
the prenatal clinics about BCG, then the mother has a chest 
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x-ray made and is questioned about tuberculosis in the family. 
When the baby is born, if the mother signs a permit the baby 
is vaccinated. If there is a case of tuberculosis in the home, the 
baby vaccinated with BCG is boarded by the Children’s Aid 
until he is 6 weeks old and has developed a positive reaction 
to tuberculin. Other groups in which exposure is sure to occur, 
and in which morbidity from tuberculosis is high, are nurses, 
medical students, and laboratory workers. Between February, 
1952, and July, 1954, BCG has been given to 4,696 newborn 
infants, to 200 medical and nursing students, and to 375 older 
children. There have been no reported deaths from tuberculosis 
nor any clinical cases among those vaccinated. Tuberculosis 
developed in two of the nurses who refused BCG vaccination. 
There has been no resistance to vaccination on the part of 
parents. There has been increased interest in case finding and 
follow-up of cases of tuberculosis by all the personnel concerned 
with the BCG program. 


Gout—Now Amenable to Control. E. C. Bartels. Ann. Int. 
Med. 42:1-10 (Jan.) 1955 |Lancaster, Pa.]. 


The agent that has made possible the control of gout is 
Benemid. A report is made of 125 patients with gout who were 
given maintenance therapy with Benemid. Twenty-five of these 
patients discontinued therapy voluntarily or were lost to follow- 
up, and six had to discontinue the use of the drug because of 
undesirable side-effects. Forty-two patients have been maintained 
on Benemid for a period of 12 to 30 months. Most of the patients 
treated had either suffered from frequent attacks or had long- 
standing gout, and all had failed to respond to other forms of 
therapy. All patients under treatment were personally observed 
every one to three months, a careful review of joint discomfort 
during this interval was made, the joints were examined, and the 
serum uric acid level was determined. This level usually fell 
after Benemid therapy was instituted. The fall usually occurred 
within three to six weeks after initiation of treatment, and fre- 
quently it was substantial. The serum uric acid level was restored 
to normal in 88 of the first 95 cases analyzed. The average 
serum uric acid level before treatment was 7.8 mg. per 100 cc. 
and during treatment was 4.8 mg. per 100 cc., a 38% fall. The 
dose of Benemid required to sustain a normal level of serum 
uric acid varied greatly, ranging from 250 to 3,000 mg. a day, 
the average dose being 1,166 mg. Experience indicated that the 
restoration of the level to normal was based on two main factors, 
size of dose and duration of treatment. The occasional patient 
required months of therapy with 2,000 to 3,000 mg. of the 
drug daily before the level became normal. Four illustrative 
cases are presented. Of the 42 patients on long-term therapy, 
38 have had their serum uric acid level returned to normal and 
maintained there; 39 are considered to have obtained satis- 
factory results, with eventual freedom from attacks. During the 
first six to nine months of treatment, 24 patients continued to 
have attacks that were not always prevented by colchicine. This 
problem is one of the many that have yet to be solved in Benemid 
therapy of gout. Another question is that of whether bone de- 
formities can be reversed. 


SURGERY 


Soft-Tissue Tumors of the Sole with Special Reference to 
Plantar Fibromatosis. R. A. Allen, L. B. Woolner and R. K. 
Ghormley. J. Bone & Joint Surg. 37-A:14-26 (Jan.) 1955 
[Boston]. 


Although Dupuytren, in his classic account of palmar fibro- 
matosis, mentioned cases in which involvement of the plantar 
fascia was present, plantar fibromatosis has received scant atten- 
tion. Allen and associates review the records, in the files of the 
Mayo Clinic, of all soft-tissue tumors, both benign and malig- 
nant, involving the sole of the foot. They found 69 cases of 
plantar fibromatosis and 9 cases of malignant neoplasms of the 
soft tissues of the sole. Of the nine malignant neoplasms eight 
were synoviomas and one was a liposarcoma. The behavior of 
these tumors in the foot does not differ from that of such tumors 
elsewhere in the body. In 24 of the 69 cases of planta fibro- 
matosis the lesions involved plantar fascia only; in the remaining 
45 cases both palmar and plantar fascia was involved. Peyronie’s 
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disease (fibrous cavernitis) was found in three cases. Knuckle 
pads were present in three cases and keloids were associated in 
four. Firm subcutaneous nodules in ligamentous tissue elsewhere 
were noted in two cases. The average age of onset of plantar 
fibromatosis was in the fourth decade of life. One third of the 
patients were younger than 30 years at the time of onset; the 
lesion was congenital in two patients. There were 43 men and 
26 women in this series of 69 cases of plantar fibromatosis. 
Surgical excision was carried out in 38 of the patients with 
plantar fibromatosis, but the lesion recurred in 25 of these, in 
most of them within one year after operation. The course of 
plantar fibromatosis is apt to be long and only slowly progres- 
sive. In the great majority of cases the lesion is relatively asymp- 
tomatic. Pain is usually infrequent and mild. Fibromastosis may 
be mistaken histologically for a malignant neoplasm on the 
basis of actively proliferating fibroblasts, cellular variability, 
mitotic figures, and, on occasions—especially after previous 
surgical treatment—apparently invasive properties. Plantar fibro- 
matosis is a benign lesion. There is no evidence that the lesion 
ever becomes malignant. 


An Improved Method for Skin Graft Coverage of Extensive 
Burns. J. M. Tondra, H. M. Trusler and T. B. Bauer. J. Indiana 
M. A. 48:41-45 (Jan.) 1955 [Indianapolis]. 


Because of improved burn therapy with better understanding 
of fluid balance and more adequate control of toxemia and 
sepsis, the survival rate in burns has increased and many patients 
with extensive third degree burns have inadequate donor site 
for grafting purposes. Homologous skin grafts, i. e., grafts taken 
from other individuals, do not remain as permanent living trans- 
plants, except in the case of identical twins. They are used only 
as skin dressing and as a lifesaving procedure, not as a permanent 
graft. In an attempt to obtain maximum utilization of the avail- 
able donor site in the patient himself, use has been made of 
the basic unit commonly referred to as the “stamp graft.” 
Webster advocated cementing the stamps of skin to film; Roberts 
and Schnaubel used vaseline gauze contact fixation for stabilizing 
the “stamps.” Glanz and Trusler utilized nylon backing. Gabarro 
used heavy glued paper as fixation for the split graft. The present 
authors in their improved method use the Reese dermatome with 
the Dermatape backing as the mechanism for obtaining the skin 
grafts. By this means the normal skin tension is maintained, 
insuring maximal use of all donor skin. Dermatape backing, 
which is firmly adherent to the donor skin, facilitates the 
handling of the stamp grafts. It not only prevents the grafts from 
rolling or curling but maintains the split skin flat with normal 
skin tension, thus expediting the procedure. Each Reese Derma- 
tape furnishes approximately 32 square inches of split skin, an 
area 4 by 8 in. The Dermatape, to which the skin graft is 
adherent, is cut into strips 1 in. wide, thus creating eight strips 
in a complete drum of split skin. Each strip is then cut into 
squares 1 in. on a side, which in turn are cut in half, diagonally 
producing a triangular stamp. In cutting these stamps pinking 
scissors are used in order to create a regularly serrated edge. 
The effect of these serrations not only increases the peripheral 
length but eliminates to a large degree the straight line contracted 
scars that often occur between the grafts. The serrated edge 
offers the effect of a multiple Z-plasty. When these stamps are 
placed on the recipient site about one-quarter of an inch apart, 
the surface coverage is increased 100%. Other advantages of 
this method are that it can be performed quickly without pro- 
longed anesthesia, and that it is simple and requires no sutures. 


Role of Parasympatholytic Drugs in the Correction of Fluid and 
Electrolyte Imbalances Due to Excessive Loss of Gastroenteric 
Secretions. E. J. Poth and O. C. Hood. Surg., Gynec. & Obst. 
100:216-218 (Feb.) 1955 [Chicago]. 


Poth and Hood report a man who was admitted with a history 
of vomiting all fluids and food for two weeks. A duodenal ulcer 
had been present for nine years, with a history compatible with 
increasing pyloric obstruction. The patient was dehydrated, and 
on gastric lavage 2 liters of thick mucoid fluid were obtained. 
Gastric suction was instituted; nothing was given by mouth, and 
intravenous fluid and electrolyte replacement was begun. As 
soon as the dehydration was corrected, the fluid and electrolyte 
losses in the form of urine and gastric secretion became un- 
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usually large, aggregating more than 16 liters in two days. Then 


100 mg. of methantheline (Banthine) was administered intra. restlesst 


muscularly every 4 hours, and the gastric secretion for the nex, fm that the 
24 hours measured 2,500 cc. and dropped to 1,400 cc. on the mmquently 
following day. The serum chlorides and carbon dioxide com. age 

the aut 


bining power returned to normal values promptly even though 
the administration of fluids and electrolytes was greatly de. 
creased. These observations illustrated the importance of con. 
trolling the loss of fluids and electrolytes via gastric secretion 
by inhibiting the secretory activity. Subsequent studies in 30 ; 
cases confirmed these observations. The parasympatholytic drug, ji Succ!™y 
methantheline (Banthine), was principally used in these studies. HRPress¢ ! 
It possesses not only the blocking action on the autonomic Succi 
ganglions of anticholinergic agents but also has an atrophine- 
like action on the parasympathetic postganglionic nerve endings, These | 
thereby augmenting its action on the parasympathetic division J -yse 1 
of the autonomic system. Therapeutic administration of the HBiwo to 
drug will give: (1) reduced motility of stomach, small intestine, J fects. 
and colon; (2) pronounced reduction of the volume of gastric during 
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secretion; (3) possible decrease of free acid concentration of the J yith go 
gastric secretion; (4) relaxation of spasm of the pylorus and BBine exc 
sphincter of Oddi; and (5) decreased volume and concentration J mastica 
of pancreatic secretion. The authors conclude that parasympatho- && ceive 
lytic drugs are useful adjuvants in controlling fluid and electro- througt 
lyte losses from the gastroenteric tract and in restoring these JB pirectl 
imbalances to normal. gram © 

scle 
Fluorescence of Human Lymphatic and Cancer Tissues Follow- or 


ing High Doses of Intravenous Hematoporphyrin. D. S. Binder. 


Rasmussem-Taxdal, G. E. Ward and F, H. J. Figge. Cancer BB second: 
8:78-81 (Jan.-Feb.) 1955 [Philadelphia]. little lo 
A series of 11 patients with suspected or proved carcinoma 9 quire 
were given injections of hematoporphyrin intravenously in doses Jj °o™pre 
varying from 300 mg. to 1,000 mg. These doses are far in excess [able to 
of those previously thought to be toxic, but there was no evi- #BPressur 
dence of toxic condition in any of these patients. The first JJ sPonta! 
patient studied received 300 mg., the next seven received 500 mg. minute 
each, and the last three received 1,000 mg. of hematoporphyrin an 
absenc 


each. In those patients receiving less than 1,000 mg. each, the se 
ability to demonstrate red fluorescence in lymphatic and cancer "ng 
tissues was good but not optimal. In those patients to whom 

1,000 mg. of hematoporphyrin was given, the demonstration of Respir: 
red fluorescence in lymphatic and cancer tissues was excellent. [§ Bendz. 


In one instance, direct visualization of the cancer tissue occurred 1955 | 
through the skin, and in another through the intestinal wall. It Fifte 
now appears possible to use the red fluorescence of hemato- (radicu 
porphyrin and its tendency to concentrate in tumors to assist paralys 
the surgeon to visualize and delineate neoplastic tissue during Dissad 
operations. The detection of small or obscure lymph nodes may respira 
also be facilitated by this method. 
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Value of Succinylcholine Chloride in Electroconvulsive Therapy. abrupt 
B. C. Schiele and P. M. Margolis. Minnesota Med. 38:1-4 is com! 
(Jan.) 1955 {St. Paul]. a life-e 


Of 957 electroconvulsive treatments given to 114 patients at fm “2/0 
the University of Minnesota Hospitals in Minneapolis between of obti 
July, 1953, and June, 1954, 667 treatments were given with the fail, th 
aid of succinylcholine (Anectine) chloride as a muscle relaxant [jg 2°45 
and 110 treatments with succinyl chloride and thiopental (Pento- § °S?'" 
thal) sodium in combination. Succinyl chloride proved to be an treatm 
ideal muscle relaxant for routine use with electroconvulsive treat- [§ “ P® 
ment. Because of its rapid but short-lived action, it is far superior [J *"4 
to most other drugs. Its use allows the physician to administer carbor 
electroconvulsive therapy to a larger variety of patients than four F 
heretofore; aged persons, those with orthopedic complications, [§ ‘SP! 
and cardiac patients can be treated with less risk. As a routine, JB "' © 
the authors found it simpler and safer to give succinylcholine but or 
alone. This proved satisfactory in most patients. For those in bod 
patients who are unduly fearful or anxious, the procedure may the re 
be modified by the use of a barbiturate. Because of the occasional and s 
occurrence of prolonged apnea, a positive pressure oxygen ap- pation 
paratus must be available. Although the patients occasionally teal 


complained of side-effects consisting of vague “discomfort,” mild 
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restiessness, and moderate anxiety, the authors wish to stress 
that these were minor in nature. They occurred much less fre- 
quently as the authors gained experience and their technique 
smoothed out. With a dose of 10 to 25 mg. of succinylcholine, 
the authors found the drug to modify or eliminate the con- 
vulsive reaction sufficiently in almost every patient. There were 
two exceptional cases in which the drug had no effect what- 
soever despite the use of doses of 20 and 25 mg. respectively. 


succinylcholine and Electroshock. M. Porot and E. Bisquerra. 
Presse méd. 63:62 (Jan. 15) 1955 (In French) [Paris, France]. 


Succinylcholine derivatives used in conjunction with electro- 
convulsive therapy cause massive, transitory muscular paralysis. 
These products are superior to the usual curarizing agents be- 
cause they are entirely without toxicity and they take effect in 
two to four minutes. They have no secondary histamine-like 
effects. The authors used succinylcholine iodide (celocurine) 
during 104 sessions of electroconvulsive therapy in 12 patients, 
with good result. No undesirable side-effects were observed, with 
the exception of two instances of mild transitory pain in the 
masticating and dorsal muscles in one patient. All the patients 
received 0.5 mg. of atropine by intravenous injection, and, 
through the same needle, 0.20 to 0.25 gm. of penthiobarbital. 
Directly after that they were given 1 mg. of celocurine per kilo- 
gram of body weight, that is, between 40 and 70 mg. in all. 
Muscle fibrillation appeared after 15 seconds and respiratory 
paralysis after 20 seconds, at which time the patients were put 
under controlled respiration. The shock was given 60 to 70 
seconds after the beginning of the injection. It was extended a 
little longer than usual, because the premedication of the patients 
required this. Motor crises were barely perceptible. The authors 
compressed the femoral artery before injection in order to be 
able to view and gauge the motor crisis in one arm. Balloon- 
pressure oxygenation was performed until the return of normal 
spontaneous breathing, which usually occurred three or four 
minutes after the beginning of injection. The technique is con- 
sidered excellent; however, it must not be performed in the 
absence of a qualified anesthesiologist or of equipment for main- 
taining controlled respiration. 


Respiratory Problems in Acute Guillain-Barré Syndrome. P. 
Bendz. A. M. A. Arch. Neurol. & Psychiat. 73:22-27 (Jan.) 
1955 [Chicago]. 

Fifteen cases of acute malignant Guillain-Barré syndrome 
(radiculoneuritis) complicated by pharyngeal and respiratory 
paralysis were observed at the Stockholm Hospital for Infectious 
Diseases from 1947 to 1953. Seven of these patients required 
respirator treatment, and all of them died. The apparatus em- 
ployed in each of the seven fatal cases was a body respirator 
with intermittent negative pressure. The symptomatology in 
malignant cases is fairly consistent. It runs a relatively rapid 
course and progresses toward a crisis, at which point it may be 
abruptly halted and then regress. The Landry type of paralysis 
is common. When the pharyngeal motor nerves become involved, 
a life-endangering condition results. Mucus and saliva cannot be 
swallowed and run into the trachea and bronchi, with the risk 
of obturation of the air passages. If the respiratory motor nerves 
fail, there is a threat of ventilatory insufficiency and respiratory 
standstill. The condition in these cases with pharyngeal and 
respiratory paralysis is similar to that in poliomyelitis, and the 
treatment, too, is largely the same. It is essential to keep the 
air passages free by preventing aspiration of mucus and saliva 
and to provide sufficient oxygenation as well as elimination of 
carbon dioxide. To illustrate these problems, Bendz describes 
four patients with respiratory paralysis and obstruction of the 
respiratory tract by secretion that could be neither swallowed 
nor expectorated. Pharyngeal paralysis was present in the adults 
but only probable in the 3-year-old child. All four patients died 
in body respirators. In the fourth case efforts were made to free 
the respiratory tract from obturating secretion by tracheotomy 
and suction through the bronchoscope, and in this way the 
patient’s life was prolonged for a time. Repeated aspiration gave 
rise to purulent bronchitis with severely swollen mucous mem- 
branes, which ultimately made effective drainage impossible, the 
patient dying of extensive pulmonary atelectasis, purulent bron- 
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chitis, and pneumonia. The other patients died a few hours 
after being placed in the respirator. This high mortality could 
probably be reduced if adequate measures were taken to insure 
free air passages by early tracheotomy and intubation and to 
provide adequate artificial respiration by direct endotracheal 
intermitent insufflation. A new respirator has been designed at 
the Stockholm Hospital for Infectious Diseases. This Engstrém 
respirator provides endotracheal insufflation-inspiration and 
negative phase expiration. It has proved most satisfactory in 
treatment of severe respiratory cases in the acute stage. A case 
of acute Guillain-Barré syndrome is presented in which trache- 
otomy, intubation, and artificial respiration with the Engstrém 
respirator was used successfully. 


The Guillain-Barré Syndrome. R. E. Crozier and A. B. Ainley. 
New England J. Med. 252:83-88 (Jan. 20) 1955 [Boston]. 


Seventeen cases of Guillain-Barré syndrome are presented and 
the pertinent medical literature is briefly reviewed. The most 
acceptable concept of the pathogenesis of the illness at the 
present time is that it is an allergic phenomenon. The differential 
diagnosis between poliomyelitis and Guillain-Barré syndrome 
is discussed. The correct diagnosis can in some cases be made 
only after weeks of careful observation. The onset of Guillain- 
Barré syndrome, however, is more gradual than that of polio- 
myelitis; its paralysis is symmetrical, widespread, and slower to 
develop. The most valuable therapeutic agents at present are 
probably cortisone and corticotropin. Treatment should be in- 
stituted as early as possible in the course of the disease and 
should be prolonged to avoid relapse. There is as yet no specific 
treatment. Adequate nutrition and artificial respiration are of 
paramount importance. Of the 17 patients, 3 died. Postmortem 
examinations showed that the changes in the central and periph- 
eral nervous systems were nonspecific. They consisted of con- 
gestion and edema of the meninges with early degenerative 
changes in occasional ganglion cells of the anterior horns of the 
spinal cord, of the dorsal-root ganglions, and of the paravertebral 
sympathetic ganglions. Inflammation, as evidenced by small col- 
lections of lymphocytes, was slight. Nerve fibers contained focal 
areas of edema. It seemed significant that in 6 of the 17 patients 
the highest cerebrospinal-fluid protein was obtained during the 
convalescent stage of the illness. Thus, in a patient with only a 
slight elevation of protein on the admission spinal tap, it is 
advisable to repeat this procedure in 2 week or so to establish a 
diagnosis. 


Steinert’s Disease: Clinical and Biological Study of Five Members 
of a Single Family. G. Boudin, J. Barbizet and J. Leprat. 
Semaine hép. Paris 31:19-26 (Jan. 2) 1955 (In French) [Paris, 
France]. 


A diagnosis of dystrophia myotonica (Steinert’s disease) in a 
47-year-old woman admitted to the neurological clinic of la 
Salpétriére because of asthenia, increasing weight loss, and diffi- 
culty in walking led to investigation of the family and the dis- 
covery of four additional cases, two of which were typical and 
two partial. The patient's difficulties began at the age of 42, 
when she noticed that it was hard for her to climb the high 
steps of a railroad coach; later, she began to bump into obstacles, 
and still later going up the stairs at home became painful. Her 
hair, which had been abundant, began to fall out, and she 
started to lose weight. Walking became progressively more 
difficult, and at the time of admission she was unable to take 
more than a few steps without becoming exhausted. Examination 
showed generalized weakness affecting the entire musculature 
but predominating in the muscles of the neck, face, ‘and arms; 
greatly diminished tendon reflexes; a cataract of the Vogt- 
Flexner type; and partial baldness. Menstruation was painless 
and regular. She had had four pregnancies, the first three of 
which had ended in failure. Her only living child, who was also 
found on examination to have dystrophia myotonica, was a 
youth of 22. Weakness and amyotrophy in his case were chiefly 
evident in the sternocleidomastoid muscles, the muscles of the 
face, and to a lesser degree those of the arms. Further examina- 
tion showed an endocrinal cataract and testicular atrophy. The 
third member of this family to present a typical case of dys- 
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trophia myotonica’ was the patient’s older ‘sister, aged 54. 
Electromyographic studies showed characteristic myotonic dis- 
turbances; numerous peripheral crystalline opacities were visible 
in her eyes, and her hair had a tendency to fall out. She was 
married but had not wanted children and had, a few years 
earlier, undergone a total hysterectomy for fibroma. Incomplete 
forms of dystrophia myotonica, in which crystalline opacities 
were the only clinically detectable anomaly, were found in the 
patient’s husband and his sister, both of whom were her first 
cousins. Information was obtained about several other apparently 
healthy members of the family, none of whom was available for 
examination. Biopsy investigation of the cholinesterase activity 
in the affected muscles of both mother and son showed no change 
in the cholinesterase at the motor plate. A slight decline was 
detected in each of these patients in the levels of urinary excre- 
tion of the 17-ketosteroids and the reducing corticoids. The 
familial character of dystrophia myotonica and the aggravation 
of the condition often found in each succeeding generation are 
well illustrated by this family, in which two cases that were 
typical but late in onset and two that were incomplete appeared 
in one generation, the mother’s, while in the son, the sole 
member of the next generation, the onset was early and the 
condition typical. 


GYNECOLOGY & OBSTETRICS 


Poliomyelitis in Pregnancy. W. J. McCord, A. J. W. Alcock 
and J. A. Hildes. Am. J. Obst. & Gynec. 69:265-276 (Feb.) 
1955 [St. Louis]. 


Of 1,158 patients with acute poliomyelitis admitted to the 
Winnipeg Municipal Hospitals in Canada in the course of the 
severe epidemic of 1953, 647 were males and 511 were females. 
One hundred fifty-three of the 511 female patients were married 
women in the reproductive age group, and 51 of these were 
pregnant. The proportion of pregnant women was significantly 
higher than that of other adult groups admitted. This probably 
represents an increased susceptibility of pregnant women to the 
disease. Of the 51 pregnant women, 14 were in the first, 20 in 
the second, and 17 in the third trimester of pregnancy; these data 
suggest that pregnant women are equally susceptible throughout 
the course of pregnancy. Comparison of the pregnant patients 
with single adult female patients, nonpregnant married women, 
and men showed that the over-all mortality rate in the pregnant 
women was very similar to that in the other adults of comparable 
age groups. There was one death in each of the first two tri- 
mesters of pregnancy and four in the third trimester, but the 
numbers of patients are too small to draw definite conclusions. 
A comparison of length of hospital stay did not suggest any 
significant increase in morbidity in the third trimester compared 
with the first two. The management of patients with respiratory 
paralysis was not complicated by the presence of a pregnant 
uterus at term. Seven of the 51 pregnancies terminated by abor- 
tion; 40 were terminated by deliveries; 2 women died unde- 
livered, and 2 are still pregnant. Of the 40 deliveries, 39 were 
live births. This gives an incidence of one abortion for every 
six live births, which may be a somewhat higher than the usual 
incidence of abortion. The first and third stages of labor were 
not appreciably affected by poliomyelitis, but in patients with 
low spinal paralysis assistance was usually required in the second 
stage. Of the 51 pregnant patients, 5 were delivered in respira- 
tors; delivery was not difficult, with uncomplicated vertex presen- 
tations. Considerable difficulty was encountered with a high 
spinal case in a patient who came to term after the acute phase 
of the poliomyelitis had subsided; the table could not be dropped 
to allow the usual method of breech delivery, nor could the 
patient be turned into the lateral position. In such a situation, 
either a cesarean section in the respirator or the use of an anes- 
thetic machine to maintain ventilation on a proper table should 
be considered. Of the 39 live births, 35 were healthy babies, 
while 4 died within the first two weeks of birth; one of the 4 
died nine days after delivery with some evidence of poliomye- 
litis, presumably contracted during labor. There was no case 
in which the poliomyelitis virus seemed to pass the placental 
barrier. 
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Results of an Experiment in the Control of Cancer of the 
Female Pelvic Organs and Report of a Fifteen-Year Research, 
C. Macfarlane, M. C. Sturgis and F. S. Fetterman. Am. J, 
Obst. & Gynec. 69:294-298 (Feb.) 1955 [St. Louis]. 


From Jan. 1, 1938, to Dec. 31, 1952, a total of 18,753 pelvic 
examinations were made on a group of volunteers, white women 
between the ages of 30 and 80 years, presumably well. At the 
beginning of the investigation, the group numbered 1,319. At 
the end of the research the group numbered 537. During the 
15 year period, 17 pelvic cancers were found. Four were cancers 
of uterine cervix, five of uterine body, six of ovaries, and two 
of vagina. In addition to the 17 pelvic cancers, 986 benign 
lesions of the pelvic organs were found. These included 547 
inflammatory lesions of the cervix generally believed to pre- 
dispose to the development of cancer. Two hundred forty-seven 
of the inflammatory lesions of the cervix were eliminated by 
cauterization, conization, or excision. Some 11,203 breast ex- 
aminations were made on the continuing group of 537 volun- 
teers. Eleven breast cancers were found, all of which were first 
discovered by the volunteers themselves. To the credit of the 
research study are three cancers of the uterine cervix with no 
recurrence 15 and 16 years after discovery and treatment by 
radium; four cancers of the uterine body with no recurrence 
from 2 to 12 years after discovery and surgical treatment; one 
cancer of the vagina with no recurrence four years after radical 
surgery; and one cancer of the ovary with no recurrence four 
and one-half years after discovery and surgical treatment. Six 
of the 11 patients with breast cancers are alive with no evidence 
of recurrence from 3 to 12 years after discovery and surgical 
treatment; 2 others died of coronary occlusion with no recur- 
rence of cancer, 3 and 13 years after discovery and surgical 
treatment. Despite the discovery in the research clinic, radium 
and surgical intervention failed to save the lives of one patient 
with cancer of the uterine cervix, one with cancer of the body 
of the uterus, one with cancer of the vagina, five with cancers 
of the ovary, and four with cancers of the breast. The greatest 
contributions made by the study were the discovery and con- 
sequent elimination of the 247 inflammatory lesions of the 
cervix generally believed to predispose to the development of 
cancer and the discovery of three cancers of the cervix, of which 
there are no signs of recurrence 15 and 16 years after treatment 
by radium. Cancer of the uterine cervix and lesions predisposing 
to its development occur most frequently in women 30 years 
of age and over who have borne children. The authors conclude 
that the death rate from cancer of the uterine cervix could be 
materially reduced if all such women were given a pelvic ex- 
amination at least once a year. They recommend that this be 
adopted as a minimum standard for good medical practice. The 
responsibility for breast cancer can safely be entrusted to the 
women themselves by means of educational programs. The con- 
tinued education of women as to the possible serious significance 
of atypical uterine bleeding and discharge will probably lead 
to the early discovery of this disease quite as often as the periodic 
examination would. The fact that only one cancer of the ovary 
out of six was detected in a curable stage is discouraging and 
offers very little argument for periodic examination. 


PEDIATRICS 


Pulmonary Primary Tuberculosis in Childhood. C. H. M. 
Walker. Lancet 1:218-224 (Jan. 29) 1955 |London, England]. 


The belief that the prospects of all children with healed 
primary tuberculosis are universally good has been questioned. 
This paper is the preliminary report of a follow-up of 767 chil- 
dren, most of whom were examined in the tuberculosis out- 
patient clinic and in the wards of the Hospital for Sick Chil- 
dren; the others were seen at University College Hospital in 
London. Of these, 102 were considered to be no longer “active,” 
in 53 children the site of the primary complex could not be 
determined, and 34 showed evidence of nonpulmonary tuber- 
culosis. These were all excluded from this analysis, leaving 578 
cases in which there was evidence of an active primary tubercu- 
lous complex in the lung at the time of the first examination. 
Forty of the 578 children were omitted from this analysis be- 
cause of inadequate documentation. Half of the remaining 538 
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children were followed up for two years or more, and less than 
a half of these are still under observation. This study confirms 
once again the relatively good short-term prognosis of the pulmo- 
nary primary complex in childhood. The mortality rate of less 
than 10% compares favorably with the results of other units 
and would, of course, be reduced if the “nonactive” cases were 
included. It might be argued that the number of serious com- 
plications and therefore the mortality rate would have been 
lower if streptomycin and other antibiotics had been used more 
often. It seems unlikely that the high incidence of segmental 
lesions is due to this factor; it arises through unavoidable selec- 
tion of the more serious cases and the variation in terminology 
and interpretation of the radiological segmental lesion. A follow- 
up for two to five years has shown that most of these lesions 
resolve within two years. The extremely low incidence (4.2%) 
of proved bronchiectasis following such lesions is explained by 
the fact that usually bronchography was done only in patients 
with persistent ill health and abnormal clinical findings; there- 
fore, proof of the presence of the symptomless bronchial dilata- 
tion is wanting. The presence of miliary dissemination in cases 
of tuberculous meningitis weighs heavily against the chances of 
survival, and these two complications of the primary complex 
remain the principal dangers. The value of streptomycin and 
p-aminosalicylic acid has been obvious; yet 60% of children less 
than 3 years of age, of whom practically all received this treat- 
ment, died. A plea is made for early diagnosis and institution 
of treatment and examination of all contacts, particularly of 
children less than 3 years of age. Although bronchoscopy has 
been of some value in diagnosis, its use in treatment is limited. 
Greatest benefit has been derived in cases with stridor and ob- 
structive emphysema. Opinions vary about the other indications 
for bronchoscopy, but these probably should include massive 
persistent collapse, particularly of the lower lobes. Lobectomy 
is well borne by children; they become fully active within a 
short time after the operation. Although some workers advo- 
cate early surgical intervention, it is the opinion of most that 
lobectomy should be reserved for cases that have not responded 
to adequate medical treatment. 


Tuberculous Mesenteric Adenitis in Children. H. R. E. Wallis. 
Brit. M. J. 1:128-133 (Jan. 15) 1955 [London, England]. 


Fifteen boys and five girls are reported on in whom tubercu- 
lous mesenteric lymph nodes were considered to be causing 
symptoms. Of the 20 children, 14 had abdominal pain as the 
main complaint, 1 had pain and pyrexia, 4 had pyrexia alone, 
1 showed the celiac syndrome, and 1 had a primary tuberculous 
infection. The age of onset was fairly evenly spaced through- 
out the 3rd to 11th years of life. The lymph nodes shown by 
X-ray examination were most often observed in the area of the 
ileocecal junction, but there were nearly as many along the line 
of attachment of the mesentery of the small intestine. The chil- 
dren were given 40,000 units of calciferol daily, and this was 
supported with a course of ultraviolet irradiation when it could 
be conveniently arranged. Treatment was continued for six 
weeks. The small number of patients do not permit definite 
conclusions, but on the whole the impression was that treat- 
ment gave considerable benefit by abating pain, improving appe- 
tite, and increasing weight. After three to six months there were 
no more symptoms. There is no justification for treating this 
mild disease with streptomycin, p-aminosalicylic acid, or iso- 
niazid. Treatment with 50,000 units of calciferol daily for six 
weeks is not expensive and is recommended as a means of ex- 
pediting the natural process of healing. A comparative investi- 
gation of the incidence of abdominal tuberculosis and of that of 
tuberculosis of other systems in children suggested that in the 
clinical area of Bath, England, consisting of a city of 90,000 
inhabitants and a large surrounding rural region, abdominal 
tuberculosis is now nearly as common as pulmonary tubercu- 
losis. It seems to be more common in boys than girls. In the 
author’s cases it was usual to obtain a history of drinking raw 
milk for prolonged periods. However careful their parents may 
be, children are bound to go out and to drink milk of unknown 
quality; perhaps boys will do so more than girls, and this may 
be the explanation of the preponderance of boys in this series. 
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A survey of unselected normal school boys led to the diszovery 
of additional cases in which baffling symptoms had occurred in 
the past. In this group abdominal tuberculosis was more com- 
mon than pulmonary tuberculosis. 


A Comparison of Vaccination with Vole Bacillus and BCG 
Vaccines. H. W. O. Frew, J. R. Davidson and J. T. W. Reid. 
Brit. M. J. 1:133-136 (Jan. 15) 1955 [London, England]. 


In 1951, a comparative study of vaccination with BCG and 
vole bacillus, a murine form of acid-fast bacillus found in voles, 
was carried out in 568 children at the orphan homes of Scot- 
land; of the 568 children, 288 were given BCG and 280 vole 
vaccine. Fifty-five of the 280 children were less than five years 
of age and were given the vole vaccine by intradermal injec- 
tion, the dosage and method being identical to those used for 
BCG. The 225 children over 5 years of age were vaccinated 
by multiple punctures. This latter method is probably slower 
than that by intradermal injection, but it is considered to be the 
method of choice and is simpler and more certain in young 
children. Routine tuberculin-testing was begun at the end of 
the second week and was continued at weekly intervals until each 
child was recorded as positive. The rate of conversion after 
vaccination with vole bacillus proved to be somewhat slower 
than after BCG, but the percentages—95% after six weeks and 
100% after 12 weeks—were very satisfactory and compared 
closely with those obtained with BCG. Comparison of early 
local reactions to the two vaccines used and the reversion rates 
suggested that vaccination with vole bacillus has certain ad- 
vantages because of the milder clinical course and the smaller 
rate of reversions. The late results of the BCG vaccinations were 
those normally observed, and no ugly or objectionable scarring 
was noted. The periodic surveys showed that induration de- 
veloped in a substantial proportion of the children receiving vole 
vaccine by the multiple puncture method, and that, later, lupoid 
reactions occurred in the vaccination area. These later compli- 
cations were noted in 5 to 15% of the children examined after 
the first and second years. The discovery of lupoid reactions 
at the second yearly examination in arms regarded as healed 
at the first yearly examination was unexpected and unfortunate, 
and the authors consider the rate of these reactions to be too high 
to permit of the routine use of the vaccine until these difficulties 
have been overcome. 


DERMATOLOGY 


Treatment of Psoriasis with Goeckerman Technique. W. M. 
Solomon, E. W. Netherton, P. A. Nelson and W. J. Zeiter. 
Arch. Phys. Med. & Rehabil. 36:74-77 (Feb.) 1955 [Chicago]. 


Psoriasis is a frequently recurrent common skin disease that 
is resistant to treatment. Of the various treatments devised for 
it, the topical ones are superior to the internal ones. The 
Goeckerman technique, combining the use of coal-tar ointment 
and ultraviolet irradiation, is the most satisfactory treatment 
of psoriasis, even though it requires hospitalization of the pa- 
tient. Sixty patients were treated by this method at the Cleve- 
land Clinic. They were all patients with severe disease that had 
not yielded to more routine forms of management; the Goecker- 
man technique is reserved for such patients. Thirty-one were 
men and 29 were women. The average age was 41 years with 
a range of from 11 to 74 years. The duration of the disease 
varied from 6 months to 50 years, with an average duration of 
11 years. The average number of exposures to ultraviolet ir- 
radiation was 11 for the group. Six patients reported that a 
member of the immediate family also had psoriasis. The oint- 
ment used on the lesions consists of 6.5% crude coal tar, 7% 
zinc oxide powder, and 25% starch in a base of white petroleum 
ointment. For scalp lesions an ointment consisting of 8% 
ammoniated mercury and 4% salicylic acid ointment in a water- 
soluble base was used. The aim of treatment of psoriasis is to 
obtain a remission that is both complete and prolonged, since 
cure cannot be effected in most patients. In the present series 
of patients the skin lesions showed marked improvement in 56, 
while in 4 they remained unchanged. 
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Five Hundred Cases of Erysipeloid. E. Nelson. Rocky Moun- 
tain M. J. 52:40-42 (Jan.) 1955 [Denver]. 


Of the over 500 cases of erysipeloid that Nelson treated in 30 
years, 260 occurred in packing house employees, 144 in persons 
working in rendering plants, 84 working in establishments 
handling hides, and a few in butcher shops, restaurants, and 
fish stores. Nearly all occurred on the hand. The author feels 
that too many physicians immediately think of cellulitis and 
are too prone to incise the apparently infected wound. Ery- 
sipeloid is caused by Erysipelothrix rhuseopathiae, and should 
not be confused with erysipelas, which is of streptococcic origin. 
A history usually revealed a small cut, which did not bleed, or 
an abrasion, and a sensation as if a burr had entered the skin. 
An incubation period of two to seven days was followed by 
slight pain around the site of inoculation. Itching, throbbing, 
burning, and tingling ensued, followed by stiffness around the 
adjacent joint, the finger becoming swollen and tender. Then 
the characteristic purplish rash would slowly develop. At first 
there was generally a red spot on the finger. The skin condition 
extended slowly peripherally to the back of the hand and some- 
times to the next finger, but never above the wrist. The first 
area involved sometimes was completely healed when a new 
area became purplish. In about 10% of the cases there existed 
a slight elevation of temperature with a mild headache and 
malaise. Lymphangitis and adenitis were present in 182 cases and 
arthritis in 29. Relapses occurred in 68 cases. The diagnosis of 
erysipeloid should not be missed if the physician is aware of 
the condition and considers the apparent injury and the slowly 
progressive lesion with its characteristic spread and benign 
course. The absence of pus, the color, a normal leukocyte count, 
the location and slow progression will differentiate it from ery- 
sipelas, which occurs on the face and scalp in 90% of cases, 
and is more acute. Before penicillin was available a variety of 
drugs were applied locally. Splinting of the hand is still advis- 
able, and the use of wet dressings or 10% ichthyol is beneficial. 
Polymixin and neosporin are used locally. Parenterally admin- 
istered penicillin and especially bicillin are the antibiotics now 
used. Sulfonamides and streptomycin are not beneficial. In per- 
sons allergic to penicillin, achromycin or oxytetracycline (Terra- 
mycin) can be used with effect. Surgical treatment is not 
necessary and should be avoided. 


Evaluation of Hydrocortisone Acetate Ointment in Various Skin 
Diseases. F. Kalz, L. R. McCorriston and H. Prichard. Canad. 
M. A. J. 72:7-12 (Jan. 1) 1955 [Toronto, Canada]. 


Concentrations of hydrocortisone ranging from 1 to 2.5% in 
various ointment bases were applied externally in the treatment 
of 581 patients with dermatological disorders. Crushed hydro- 
cortisone tablets were used in the majority of cases because the 
ointment base available commercially was found to be unsuit- 
able for many conditions. The instructions to the pharmacist 
stressed careful grinding and mixing of the resulting powder 
with a small quantity of water to make a smooth paste. The 
patient was instructed to rub a minimal amount of the oint- 
ment twice daily into the affected area. The improvement, ob- 
served independently by the two authors, showed a good 
correlation, but it was noticeable that the results achieved in the 
infantile eczema group treated in the clinic were more favorable. 
Hydrocortisone proved most effective in the alleviation of acutely 
inflammatory and pruritic skin conditions. Lesions on the lids, 
about the eyes, and on thin-skinned areas of the body responded 
more readily than those located on the palms and other areas 
with a thick epidermis. It shortened considerably the course of 
such self-limited conditions as contact dermatitis. It appeared 
to be the most effective single agent in controlling symptoms 
of atopic and seborrheic dermatitis and of infantile eczema, 
but the follow-up time is still too short to venture any state- 
ments as to its long-term value in “curing” any of the chronic 
relapsing dermatological disorders. The authors observed that 
the drug lost its effect after prolonged use in several instances, 
and a higher concentration of the hormone had to be used to 
make it effective again. In some cases even these higher con- 
centrations became ineffective. Only prolonged observation will 
permit an evaluation of this latter phenomenon. 
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UROLOGY 


Epidemic Nephritis in a School Population: Relation of Hema. 
turia to Group A Streptococci. A. C. Siegel, C. H. Rammelkamp 
Jr. and H. I. Griffeath. Pediatrics 15:33-44 (Jan.) 1955 [Spring- 
field, Iil.]. 


An outbreak of streptococcic infections among children at- 
tending kindergarten and second grade is described. During the 
course of the epidemic seven cases of acute hemorrhagic neph- 
ritis were observed. Routine examination of the urine of the 
boys who harbored group A streptococci revealed four persons 
who had persistent hematuria and red cell casts but no symp- 
toms of nephritis. In addition, transient hematuria was ob- 
served in several boys. The epidemic of nephritis appeared to be 
due to the type 12 Streptococcus, an organism known to cause 
this complication. The present data indicate that spread of strep- 
tococcic infections into the household or family units from the 
school may be great and emphasize the importance of the 
schoolroom in the spread of such infections. Presumably the 
school child is the main source for the introduction of many 
forms of respiratory disease into the family unit. It is, therefore, 
important for the physician to consider all contacts of a patient 
with nephritis as a public health problem. Every attempt should 
be made to culture the immediate members of the family and 
those persons in the school or place of employment who have 
been in relatively intimate contact with the patient. Those per- 
sons whose cultures show beta-hemolytic streptococci should 
receive penicillin in amounts adequate to eradicate the organ- 
isms from the throat. A single injection of dibenzylethylene- 
diamine di-penicillin G in a dose of 600,000 to 1,200,00 units 
is recommended. In addition, two or three examinations of the 
urine of persons harboring beta-hemolytic streptococci should 
be made at weekly intervals. The employment of such methods 
will uncover unsuspected cases of nephritis and by the proper 
use of penicillin the spread of streptococcic infections and 
nephritis can be controlled. 


The Treatment of Genito-Urinary Tuberculosis: A Review of 
240 Patients. J. C. Ross, J. G. Gow and C. A. St. Hill. Lancet 
1:116-119 (Jan. 15) 1955 [London, England]. 


Ross and associates report a series of 85 cases of genito- 
urinary tuberculosis and review earlier groups amounting to 
155. The prognosis has greatly improved as a direct conse- 
quence of adding chemotherapy to surgery and sanatorium 
treatment. They have continued to use thiosemicarbazones in 
addition to streptomycin, isoniazid, and p-aminosalicylic acid. 
They were encouraged to do so by a statement made by 
Domagk that strains of tubercle bacilli resistant to streptomycin 
and isoniazid frequently respond to thiosemicarbazone. Surgery 
is as necessary today as before the advent of chemotherapy, but 
it should not be begun until the patient has received an ade- 
quate amount of chemotherapy. This enables wounds to heal 
by first intention and has almost eliminated the breaking-down 
of nephrectomy wounds. Nephrectomy was carried out in 37 
of the 85 new cases, partial nephrectomy in 7 cases, trans- 
plantation of the ureter in 5 cases, and epididymectomy in 7 
cases. Whereas the urine had been proved to contain tubercle 
bacilli in all 85 patients by means of the guinea pig test, 80 
achieved negativity. Of 61 patients who originally complained 
of frequency and nocturia, 57 were considerably improved, 
but 4 ultimately required ureterocolic transplant for intractable 
bladder symptoms. Seventy-two patients put on weight. Fifty 
of 60 who before treatment had tuberculous cystitis or granu- 
lations showed improvement, and in 30 of these the bladder 
returned to a normal appearance. Ninety-three per cent of the 
patients treated since 1949 could be followed up. These patients 
had to be followed up indefinitely, since the urine had reverted 
to positive within 12 months in 9.7% and within 2 years in 
14.2%. In some of the patients who had been treated else- 
where, often inadequately, resistant organisms were found. To 
avoid this difficulty, the authors have for some years given the 
four drugs in pairs alternately for two weeks at a time. By this 
means not only are resistant strains much less likely to occur 
but toxicity is reduced to a minimum. Isoniazid and strepto- 
mycin given together are much more effective than either alone. 
Treatment should be continued up to a year or even longer. 
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THERAPEUTICS 


Chlorpromazine as a Therapeutic Agent in Clinical Medicine. 
J. H. Moyer, V. Kinross-Wright and R. M. Finney. A. M. A. 
Arch. Int. Med. 95:202-218 (Feb.) 1955 [Chicago]. 


Chlorpromazine (10-[y-dimethylaminopropyl]-2-chloropheno- 
thiazine hydrochloride) is a phenothiazine derivative, which was 
first designated as SKF #2601-A and is now called Thorazine. 
In other countries it is known as Largactil, Megaphen, or 
Ampliactil. This report presents results obtained when chlor- 
promazine was used for the treatment of neuropsychiatric dis- 
orders, for nausea and vomiting of diverse causation, and for 
intractable hiccoughs. About half of the 217 ambulatory pa- 
tients with neuropsychiatric disorders who were treated with 
chlorpromazine had tension states. Patients with typical anxiety 
neuroses responded similarly to patients with tension states; 
that is, about two-thirds obtained an excellent response. Relief 
of depression and its associated symptoms occurred in 18 of 
38 patients. Thirteen others felt considerably better. Patients 
with ambulatory schizophrenia experienced relief from tension, 
but relapsed, when they discontinued taking the drug. Two of 
three patients with migraine obtained more relief when taking 
small doses of chlorpromazine, along with salicylates, than with 
any other medication. Six epileptics had fewer seizures when 
chlorpromazine was combined with standard anticonvulsants. 
The drug proved helpful also in one of two patients after cere- 
bral disease; in two of three with postalcoholic tension states; 
and in a depressed senile patient. Eight children with various 
behavioral disturbances all were benefited. The 195 patients 
who received chlorpromazine treatment in a psychiatric hospital 
included 18 with mania, of whom only two failed to show im- 
provement. Depression, which is the antithesis of mania, did 
not respond so dramatically. Chlorpromazine often produced 
dramatic reversals of symptoms and signs present for many 
years in patients with schizophrenia. The drug was universally 
effective in 27 patients with delirium and toxic-confusional 
psychosis. It also relieved the narcotic withdrawal symptom. It 
appears to have some anticonvulsant effects in epileptic pa- 
tients. Paralysis agitans (Parkinsonism) failed to respond to 
chlorpromazine. The drug was found to be an effective anti- 
emetic agent for a wide range of clinical conditions complicated 
by nausea and vomiting. For instance, chlorpromazine failed to 
arrest the nausea and vomiting in only 2 of 40 patients being 
treated with nitrogen mustard. The drug appeared to be equally 
effective when nausea and vomiting were associated with such 
systemic conditions (toxicosis) as metabolic disturbances, malig- 
nant disease, and renal failure. Nausea and vomiting after gen- 
eral anesthesia also were relieved. Of 10 patients with intract- 
able hiccoughs, 6 responded within 20 minutes after the intra- 
muscular administration of one 25 mg. dose of chlorpromazine. 
Two required a second dose, and two did not respond to the 
drug. No dangerous side-effects have been observed with chlor- 
promazine. 


Psychotherapy of Ulcerative Colitis. F. Curtius and H. G. Rohr- 
moser. Deutsche med. Wchnschr. 80:105-108 (Jan. 21) 1955 (In 
German) [Stuttgart, Germany]. 


Chemotherapy and surgical treatment of ulcerative colitis are 
often ineffective. This severe and often fatal disease develops 
on the basis of a chronic condition of irritation of the mucosa 
of the colon in patients with a constitutional disposition who for 
prolonged periods had been exposed to emtional conflict situa- 
tions and to reverses of fortune. Patients with ulcerative colitis 
frequently have distinctly neurotic personality traits. Psycho- 
analysis is not indicated in chronic ulcerative colitis, as a 
highly automatized, deeply entrenched condition, in the sense 
of a conditioned reflex, can no longer be influenced by un- 
covering, apart from the fact that hospitalized patients require 
utmost care and nursing. The high incidence of autonomic 
dysregulation in patients with ulcerative colitis and the rccog- 
nition of the autonomic nervous system as the basis of von- 
ditioned reflexes suggested hypnosis as a method of treatment. 
This was used in two men and three women between the ages 
of 29 and 58 years. Hypnosis was induced once daily, preferably 
in the evening and extended for 15 to 30 minutes. Deep muscle 
relaxation was stressed. To induce the hypnotic sleep by som- 
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nambulism proved advantageous. Sensation of rest and heat 
was suggested for several minutes by placing the hand loosely 
on the patient's abdomen. Hypnosis transmits the feelings of 
quiet and protection, abolishes the patient’s sense of personal 
responsibility, and removes the associated feelings of guilt in 
the discharge of hate and other aggressive impulses. It influences 
favorably the autonomic functions without engaging the sphere 
of consciousness and volition. After the hypnotic session the 
patients remained in relaxed condition for about half an hour. 
Treatment was continued for one to four months. The number 
of hypnotic sessions varied from 35 to 70. Two patients were 
given a short second course of hypnotic sessions for mild recur- 
rences. All patients made a complete recovery, gained 5 to 10 
kg. (11 to 22 Ib.) in body weight, and their work capacity was 
restored. The authors believe that hypnosis is at present the 
most effective method of treatment for ulcerative colitis. It may 
be lifesaving in refractory cases, and it should be given a trial 
before resorting to surgical treatment. 


Treatment of Motion Sickness. J. Gruhler. Deutsche med. 
Wehnschr. 80:108-110 (Jan. 21) 1955 (In German) [Stuttgart, 
Germany]. 


In his capacity as a steamship company physician Gruhler 
had the opportunity to compare the effectiveness against sea- 
sickness of various antihistamine and vitamin preparations with 
that of Vasano in about 15,000 passengers during their voyages 
between Europe and Australia and between Europe and 
America. Vasano is a mixture of camphoric acid salts of scopol- 
amine and hyoscyamine. The other drugs tested were di- 
phenhydramine (Benadryl), dimenhydrinate (Dramamine), §-di- 
methylaminoethyl benzhydrylether-8-chlorotheophyllinate (Nov- 
amin), and pyridoxine (Hexobion or Benadion) hydrochloride. 
The effectivenes of neither diphenhydramine nor dimenhy- 
drinate, the two drugs that were highly recommended by other 
workers, was equal to that of the scopolamine compound, 
particularly in typically vagotonic persons. The therapeutic 
success of Vasano and that of the antihistamine agents were 
the more similar the less pronounced the symptoms of sea- 
sickness were. Dryness of mouth occasionally associated with 
Vasano therapy did not cause any trouble. Of 165 passengers 
who were given 3 tablets of Vasano prophylactically, 143 (86%) 
did not have any complaints. Prophylactic treatment, however, 
does not answer the question of how many of the 165 paiients 
would have become sick, i. e., in how many of the passengers 
the drug was responsible for freedom from complaints. During 
a voyage with moderately or very rough sea for three and a 
half days, 530 passengers became seasick and were given 4 
tablets of Vasano; 427 (80.57%) became free of complaints 
within 24 hours, 84 (15.85%) within 48 hours, and 19 (3.58%) 
within 72 hours. During another voyage with moderately or 
very rough sea for five days, 650 passengers became seasick 
and were given 6 tablets of Vasano; 576 (88.61%) became free 
of complaints within 24 hours, 54 (8.31%) within 48 hours, 
and 20 (3.08%) within 72 hours. The author emphasizes the 
superiority of Vasano to the antihistamine agents and vitamin 
B. particularly in severe cases of seasickness. He stresses the 
difference between the prolonged influence of sea voyages and 
experiments with the turning chair. The author does not commit 
himself to a definite statement concerning the adequacy of the 
antihistamine and vitamins in patients with air sickness, who, 
thanks to the modern cabin system, are no longer exposed to 
air pressure changes and the rhythmical movements that cause 
so much difficulties to the sea passengers. 


PATHOLOGY 


Pulmonary Hemosiderosis in Mitral Stenosis. H. E. Taylor and 
G. F. Strong. Ann. Int. Med. 42:26-35 (Jan.) 1955 [Lancaster, 
Pa.]. 

Focal accumulation of hemosiderin-containing phagocytes 
formed distinct nodules in the lungs of 42% of 45 patients who 
died with advanced mitral stenosis. In a further 31% the lungs 
presented the more classic findings of brown induration. The 
nodular aggregates of siderophages are considered to be the 
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end-result of repeated small pulmonary hemorrhages caused 
by chronic venous congestion and pulmonary hypertension. The 
hemosiderin can be released from the phagocytes within the 
lung and impregnate the elastica and capillary basement mem- 
branes of the alveolar septa. Fragmentation of the elastica may 
result, but fibrosis was not a prominent finding in this series. 
Such aggregates, when sufficiently large, are opaque to x-rays 
and may appear as miliary densities in radiographs of the chest. 


Pulmonary Muscular Hyperplasia (Muscular Cirrhosis of the 
Lungs). L. Rubinstein, W. H. Gutstein and H. Lepow. Ann. 
Int. Med. 42:36-43 (Jan.) 1955 [Lancaster, Pa.]. 


The term “muscular cirrhosis of the lung” was introduced by 
von Buhl in 1872 to distinguish those cases of fibrosis of the 
lung associated with the presence of increased bands of smooth 
muscle from the “usual” cases of pulmonary fibrosis. The entity 
denotes a pathological condition, the cardinal features of which 
are fibromuscular induration of the pulmonary interstitial tissue 
and extreme dilatation of the alveoli and terminal bronchioles. 
Two such cases are reported, both in elderly persons who died 
of pulmonary disease and came to autopsy. Neither one had 
tuberculosis. In these, as well as in the patients reported on in 
the literature, the primary consideration of the clinician was 
directed to a chronic pulmonary disease such as tuberculosis, 
chronic pneumonitis, chronic bronchitis, or primary or secondary 
carcinoma. The only clinical signs of this disease are (1) a 
history of pulmonary disease of protracted nature and (2) roent- 
genologic findings of diffuse pulmonary disease. In the majority 
of reported cases this entity was secondary to some other 
pulmonary disease. It is therefore difficult to ascertain its exact 
time of onset. Once pulmonary muscular hyperplasia exists, the 
outcome is fatal. The course is marked by development of late 
complications, such as spontaneous pneumothorax after a rup- 
tured bleb, failure of the right side of the heart, or terminal 
pulmonary insufficiency. The patient may live for many years 
before death caused by these complications, or he may die as 
the result of the primary lung disorder. Pathologically, the 
lungs are usually somewhat contracted in size and grayish in 
color. They have the hobnail appearance seen in cirrhosis of 
the liver. The elevated areas vary in size and are diffusely spread 
over the pleural surface. They are caused by emphysema. They 
are separated by contracted, scar-like areas of varying size and 
density. On section a variegated appearance is noted. Many 
sections reveal a grossly porous area representing dilated and 
confluent alveoli. These areas are surrounded by dense fibrous 
tissue in which no alveolar spaces are noted. Histologically, the 
principal pathological change is an increase in the amount of 
smooth muscle present. Because of this, the authors advocate 
using the term “pulmonary muscular hyperplasia” rather than 
“muscular cirrhosis of the lungs.” As for its clinical significance, 
muscular hyperplasia may be regarded as a compensatory 
mechanism that in no way alters the chronic course of the 
underlying disease process. 


Bronchiolar (Alveolar Cell) Tumors. T. C. Laipply, J. C. Sher- 
rick and W. E. Cape. A. M. A. Arch. Path. 59:35-50 (Jan.) 1955 
[Chicago]. 

The lesion discussed by Laipply, Sherrick, and Cape differs 
from other primary pulmonary neoplasms in that there is no 
demonstrable focus of origin from a bronchus and in that the 
distribution of mucin-forming cells is such that they form a 
lining for numerous alveoli. It seems most probable that these 
tumors originate from the epithelium of terminal bronchioles. 
Consequently, the terms bronchiolar tumor, bronchiolar ade- 
noma, and bronchiolar carcinoma seem most suitable. The 
authors report eight cases of bronchiolar (alveolar cell) tumors. 
On the basis of morphological criteria, three are classified as 
benign (bronchiolar adenoma), three as malignant (bronchiolar 
carcinoma), and two as benign with malignant changes. The 
group included an equal number of men and women. The ages 
ranged from 45 to 83 years. Of the six patients in whom the 
history gave information about smoking habits, only one was 
a moderate smoker (six cigarettes daily). The fact that sputum 
production was mentioned in only two of the patients indicates 
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that bronchiolar tumor should not be excluded simply because . 


expectoration is scant. Careful questioning will elicit a history 
of expectoration of large amounts of sticky sputum in patients 
with bronchiolar tumors. Cardiac enlargement was present in 
two cases. The x-ray examinations generally showed diffuse 
mottling throughout all lobes of both lungs, like that seen in 
miliary tuberculosis, sarcoidosis, beryllosis, hemosiderosis, 
metastatic tumor, or pulmonary fibrosis. The correct clinical 
diagnosis was not made in any of these cases. Metastatic car- 
cinoma was considered in three cases, while pulmonary fibrosis, 
Ayerza’s disease, sarcoidosis, or miliary tuberculosis were 
thought possible in the others. The morphological changes in- 
cluded alveoli lined by columnar cells, presence of mucin within 
cells and alveoli, and absence of primary tumor elsewhere in 
the body. The apparent lining of alveoli by tumor cells and the 
continuity of tumor with bronchiolar epithelium were striking, 
but since these features may also be noted in secondary car- 
cinoma in the lung, they are not considered diagnostic of 
bronchiolar tumors. Ciliated tumor cells were demonstrated in 
six of the eight cases and are considered as the most charac- 
teristic single anatomic feature of these tumors. In order to 
establish the diagnosis of bronchiolar tumor, particularly in the 
absence of ciliated tumor cells, it is considered essential to 
exclude the existence of an extrapulmonary primary tumor by 
complete autopsy. 


Subacute Erosive (“Peptic”) Esophagitis: Histopathologic Study. 
E. D. Palmer. A. M. A. Arch. Path. 59:51-57 (Jan.) 1955 
[Chicago]. 


The terms “peptic” and “regurgitant” in connection with the 
common form of subacute erosive esophagitis have implied a 
definite cause in a condition in which this has not been definitely 
established. Determination of the primary cause of subacute 
erosive esophagitis is important because therapy directed at the 
acid-peptic influence has been ineffective in preventing compli- 
cations. The clinical facts do not support the thesis that acid- 
peptic corrosion is the primary factor. It has not been possible 
to interpret studies made on autopsy material without being 
uncertain about the part played by agonal and postmortem 
autodigestion. The present study was made on transesophagos- 
copic biopsy specimens obtained in 100 patients with the 
esophagoscopic diagnosis of subacute erosive esophagitis. The 
gross pathological changes consisted of erosions, hyperemia, and 
an exudate composed largely of desquamated epithelial cells. 
Biopsy specimerts were taken from areas that showed these 
changes, but only tissue that included full mucosal thickness, 
with the entire muscularis mucosae, was considered adequate 
for study. Such specimens were available in 61 of the patients. 
Evidences of disease were localized largely to the lamina propria 
mucosae. The epithelial layer itself was normal or merely sec- 
ondarily diseased, either by inflammatory exudate extending 
upward from the lamina propria or by noninflammatory super- 
ficial exfoliation. Serial biopsy specimens removed at variable 
intervals from 12 patients showed the histopathological pictures 
to be notably static. It is concluded that histopathological in- 
formation does not support the contention that “peptic” esopha- 
gitis is caused by the corrosive action of regurgitated gastric 
juice, although, once mucosal vitality has been impaired, secre- 
tory products may help to remove dying tissue. 


Endocardial Fibroelastosis Occurring in the Adult. W. Panke 
and A. Rottino. Am. Heart J. 49:89-95 (Jan.) 1955 [St. Louis]. 


The occurrence of endocardial fibroelastosis similar to that 
usually seen in infancy is reported in a 24-year-old woman with 
a chief complaint of shortness of breath and hacking nonpro- 
ductive cough of three days’ duration. There were preceding 
episodes of vertigo, associated with generalized weakness, 
malaise, and dyspnea. Response to initial therapy consisting of 
oxygen by mask, lanatoside C (Cedilanid), aminophylline, 
meperidine (Demerol) hydrochloride, and penicillin was satis- 
factory. On the second hospital day the patient was afebrile and 
breathing comfortably, but she had three episodes of emesis of 
ingested food and mucus. On the third day of hospitalization 
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she became very dyspneic, developed pulmonary edema, went 
into shock, and died. On autopsy, gross-exemination revealed 
pronounced endocardial thickening> extending from the apex to 
the base; microscopic examination showed varying degrees of 
fibrosis and elastic tissue hyperplasia with predominance of the 
former. In several sections the endocardial thickening was such 
as to cause pronounced narrowing ‘of the mouths of the The- 
besian vessels. The thickening of the intima of these vessels 
extended. for some distance into the myocardium. The myo- 
cardium contaisied:, foci of degenerating muscle fibers and 
irregular areas Of fibrous tissue replacement. There were present 
in some of these foci small numbers of lymphocytes. Central 
necrosis involving about 60% of each liver lobule was present. 
This case probably represents an extremely rare case of a 
patient with endocardial fibroelastosis maintaining sufficient 
cardiac reserve to carry her into adult life. Lack of coronary 
disease would implicate the Thebesian circulation as the chief 
contributor to hypoxia of the heart. Anatomic evidence for 
this was observed in the narrowed mouths of the Thebesian 
vessels and of their lumens along their course in the myo- 
cardium. Acceptance of the role of the Thebesian vessels as a 
prime contributor to the myocardial fibrosis in the reported case 
would emphasize the importance of this system to the myo- 
cardial circulation. 


Adenocarcinoma of the Lung: Bronchogenic Adenocarcinoma 
and Pulmonary Adenomatosis. W. Siegenthaler. Schweiz. med. 
Wehnschr. 85:29-34 (Jan. 8) 1955 (In German) [Basel, Switzer- 
land]. 


Of 10,240 autopsies carried out at the pathological institute 
of the canton hospital in St. Gallen, Switzerland, between 1947 
and 1952, 356 carcinomas of the lungs were observed, an 
average incidence of 3.4%, as compared with an incidence of 
1.67% in 1945. Besides the absolute increase in the incidence 
of carcinoma of the lung, there was also a significant increase 
in incidence as compared to that of carcinoma of the stomach, 
the latter now taking the second place in the total incidence 
of visceral cancer. Although most of the carcinomas of the 
lung are of bronchogenic origin, the term “carcinoma of the 
lung” was used on purpose to leave the question open as to what 
extent‘ other pulmonary ‘structures besides the bronchial epi- 
thelium may be considered as the histogenic point of origin for 
carcinoma. Of the 356 cases reported on, 118 (32.9%) were 
small-celled and undifferentiated carcinomas, 203 (57.3%) were 
squamous epitheliomas, and 35 (9.8%) were adenocarcinomas. 
Most of the adenocarcinomas originated in the epithelium of 
the bronchial mucosa, but sporadically the epithelium of the 
bronchial lymph nodes also had to be considered. Although the 
adenocarcinomas thus do not differ from the small-cell carci- 
nomas and squamous epitheliomas with respect to their origin, 
their incidence is significantly lower, and that possibly because 
of the particular capacity of regeneration of the bronchial 
epithelium. While small-cell carcinomas and squamous. epitheli- 
omas occurred much more often in men than in women and 
predominantly in heavy smokers with chronic bronchitis, the 
ratio of men to women was about the same in adenocarcinoma. 
Since exogenic factors hardly seem to play a part in the causa- 
tion of adenocarcinoma, this type of tumor may become mani- 
fest at any age; the youngest patient was 35 years old and 
the oldest 83; the average age of the patients was 59 years. The 
size of the primary adenocarcinoma was that of a hazelnut, 
walnut, or cherry, and, therefore, the tumor was not detected 
on clinical examination. Lymphogenic metastasis was observed 
in 4 of the 35 cases, in which death resulted from intercurrent 
leukemia, cardiac infarction, apoplexy, and cardiac decompen- 
sation respectively. In more than two-thirds of the cases there 
was hematogenous metastasis. Cerebral metastasis occurred 
particularly in younger patients. These data show that the 
adenocarcinomas that originate from the bronchial epithelium 
differ in many respects from the small-cell carcinomas and 
squamous epitheliomas of the lung and assume a special posi- 
tion among the bronchial carcinomas. The bronchogenic adeno- 
carcinomas may also be definitely differentiated from the 
adenomatous tumors whose origin is related to the epithelium 
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of the alveoli. Of the various terms used im the literature for 
these rather rare tumors that were not found among the 
author's autopsy cases, he prefers that of pulmonary adeno- 
matosis, coined by’ Swan, because it is not biased with respect 
to benign or malignant forms and at the same time avoids a 
histogenic interpretation of the tumor. The term cancerous 
pulmonary adenomatosis in contrast to benign pulmonary 
adenomatosis seems to be appropriate in the presence of metas- 
tases. The microscopic appearance of pulmonary adenomatosis 
is similar to that of pulmonary. adenosis of sheep caused by a 
virus (jagziekte). The aspect of pulmonary adenomatosis differs 
clearly from that of bronchogenic adenocarcinoma. 


Atherosclerosis and Lipoproteins. R. H. Furman. South. M. J. 
48:6-11 (Jan.) 1955 [Birmingham, Ala.]. 


Lipoproteins serve as important transport vehicles for lipids, 
certain vitamins, and, probably, hormones. They are charac- 
teristically altered in certain disease states and can be pre- 
dictably influenced by gonadal steroids and agents modifying 
thyroid function. The characteristics and distribution of lipo- 
proteins are described in some detail, together with the ultra- 
centrifugal, electrophoretic, and chemical techniques for their 
separation and quantitation. A summary is presented of the 
studies made to date on the relation of the lipoproteins to 
atherosclerosis; these have generally followed one of three 
patterns: comparison of the serum lipoprotein pattern’ of the 
“normal” person with-that of the manifest atherosclerotic; (2) 
serial observations of serum lipoproteins in large numbérs of 
subjects, some of whom could be expected to suffer some overt 
expression of atherosclerosis during the observation period or 
die and come to autopsy, thus providing a critical test of the 
prognostic value of certain lipoprotein spectrums, and (3) ob- 
servations of the lipoprotein response after the administration 
of certain agents thought to influence atherosclerogenesis, par- 
ticularly gonadal steroids. The authors studied the influence of 
androgenic and estrogenic steroids on the human serum lipo- 
protein spectrum. It is certain that estrogen administration is 
regularly followed by significant increases in alpha, fractions, 
while androgens depress this fraction. Beta and alpha, lipo- 
proteins vary reciprocally with alpha, when lipoprotein changes 
are induced with gonadal steroids. A state of estrogenicity is 
associated with a relative immunity to atherosclerogenesis. 
Studies in progress now suggest that castration in the male (as 
well as in the female) is followed by an increase in alpha, 
lipoprotein levels, that is, there seems to be a common lipo- 
protein response to castration (or hypogonadism) in either sex. 


RADIOLOGY 


Hodgkin’s Disease: Review of 216 Cases. R. J. Healy, H. I. 
Amory and M. Friedman. Radiology 64:51-55 (Jan.) 1955 
[|Syracuse, N. Y.]. 


A review of 216 cases of Hodgkin’s disease warrants the 
following conclusions. The disease follows a clinical course 
typical of a malignant neoplasm. Its first clinical manifestation 
is usually an enlarged lymph node in the inferior cervical chain. 
The constancy of this finding suggests that the disease is uni- 
centric in origin. Early diagnosis and aggressive treatment is 
important, as in all other malignant neoplasms. The relative 
increased longevity of patients with stage 1 disease bears this 
out. The diagnosis can be made only by an excision biopsy of 
a diseased lymph node. Any lymph node, especially in the 
cervical chain, that remains enlarged for three week$ or longer 
should be excised for histological study, except in the presence 
of a regional inflammatory lesion. In the latter event, biopsy is 
deferred for later consideration. The treatment of Hodgkin's 
disease in the present series of patients consisted primarily of 
roentgen irradiation. The authors think that this form of therapy 
is the most effective except in the terminal stages of Hodgkin's 
disease. Many stage 3 patients so treated have survived for 
more than five years. Supervoltage (one million volts) radiation 
has definite advantages in deep-seated tumors. In the present 
series the. absolute five year survival rate was 37%. 
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BOOK REVIEWS 


Hemorrhage of Late Pregnancy. By John S. Fish, M.D., F.A.C.S., 
Instructor, Department of Obstetrics and Gynecology, Emory University 
School of Medicine, Atlanta, Ga. Publication number 225, American Lec- 
ture Series, monograph in Bannerstone Division of American Lectures in 
Gynecology and Obstetrics. Edited by E. C. Hamblen, B.S., M.D., 
F.A.C.S., Professor of Endocrinology, Associate Professor of Obstetrics 
and Gynecology, Duke University School of Medicine, Durham, N. C. 
Cloth. $5.50. Pp. 180, with 22 illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publica- 
tions, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto, 2B, Canada, 1955. 


The major emphasis of this book is on rupture of the marginal 
sinus of the placenta as a cause of hemorrhage in late pregnancy. 
Although the Bartholomew group, of which the author is a 
member, began to write about this only a few years ago, the 
subject is not a new one. Reference was made to marginal sinus 
bleeding in 1839 by Jacqemier. Fish emphasizes that rupture of 
the marginal sinus is by far the most frequent cause of genital 
hemorrhage in late pregnancy and in labor. Among 5,806 con- 
secutive deliveries after six months’ gestation conducted by the 
author’s group, there were 398 instances of hemorrhage. Among 
these 398 patients, marginal sinus bleeding was the cause in 191, 
whereas placenta previa was the cause in only 94, and abruptio 
placentae in only 40. The total fetal mortality for the marginal 
sinus series was 4.1%; for the placenta previa series 7.5%, and 
for the abruptio placentae 32.5%. Fish and his group deserve 
great credit for bringing more and more evidence to prove the 
importance of rupture of the marginal sinus as a cause of hemor- 
rhage in late pregnancy. At present, most of these cases are 
erroneously designated as placenta previa and abruptio placentae. 
The book is well written and is abundantly illustrated with clear, 
instructive photographs and drawings. The type is clear, the 
paper is sturdy, and the book is well bound. At the end of the 
book is a well-selected bibliography. The book is worthy of 
serious study by all obstetricians. 


Babcock’s Principles and Practice of Surgery. Edited by Karl C. Jonas, 
B.S., M.D., M.S. Second edition. Cloth. $18. Pp. 1543, with 1016 illus- 
trations. Lea & Febiger, 600 S. Washington Sq., Philadelphia 6, 1954. 


In reviewing a textbook of surgery, one should determine 
whether its purpose is to serve medical students, graduate 
students in surgery, or surgeons. Much controversy exists as to 
what should be the scope of a textbook for medical students. 
Many teachers believe such books should concentrate on funda- 
mentals and principles of surgery with particular emphasis on 
etiology, diagnosis, aims of treatment, and the relationship of 
the basic sciences to surgical problems, with minimal emphasis 
on surgical technique. Graduate students require more technical 
information. The practitioner of surgery needs a reference book 
that can answer, at least in a general way, those problems that 
arise in the practice of his specialty. To encompass all of these 
purposes, a textbook must be voluminous. This book represents 
an extensive revision of the first edition, which was published 
in 1944, To quote the author: “The purpose of this book is to 
provide the student and practitioner with an organized presenta- 
tion of general surgery and the surgical specialties which is 
characterized by maximum authority.” The contents are pre- 
sented in a well-organized and easily readable form. There are 
many excellently reproduced illustrations that are clearly under- 
standable and well titled. An adequate bibliography is found 
at the end of each chapter. Fifty-six well-known surgeons and 
teachers collaborated in its production. There is an unusual uni- 
formity of organization of material and style of presentation 
throughout the book, which indicates careful preparation and 
editing. 

The steady advancement of scientific knowledge requires a 
periodic revision of books on medical subjects. The past 10 years 
have provided great advances in our knowledge of nutrition, 
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body chemistry, fluid balance, antibiotics, anesthesiology, and 
other fields related to surgery. These subjects have been in- 
cluded with other problems in general surgery and the surgical 
specialties. The early portion of the book deals with fundamental 
problems of surgery, including inflammation, nutrition, fluid 
balance, shock, disinfection, wounds, burns, and anesthesia. The 
chapter on military surgery should be of value to the many 
surgeons entering military service. The specialties are well repre- 
sented and include plastic and reconstructive surgery, orthopedic 
surgery, neurosurgery, and urology. Briefer chapters deal with 
pediatric surgery, the thyroid, esophagus, chest, and other 
specialties. The many recent advances in surgery of the heart 
and blood vessels have required a new chapter. General surgical 
problems within the abdomen have been considered in numerous 
chapters dealing with special organs. The concluding chapters 
discuss surgery and diabetes, surgical diagnosis and treatment 
in pregnancy, and cardiac and psychiatric consideration of the 
surgical patient. Each subject is discussed from the standpoint 
of embryology, anatomic relationships, diagnosis, and treatment. 
Surgical technique has been outlined in principle for some dis- 
eases and in greater detail where it seemed indicated. 

This is a good reference book for surgery. It is quite inclusive 
for most problems both in general surgery and in the surgical 
specialties. One could not expect it to be exhaustive as a guide 
to surgical techniques because of the necessary limitation of 
space. It is a well-organized textbook that has been brought 
up-to-date. 


Leg Ulcers: Their Causes and Treatment. By S. T. Anning, T.D., M.A., 
M.D., Assistant Physician. Dermatological Department, General Infirmary 
at Leeds, Leeds, England, Cloth. $4. Pp. 178, with 42 illustrations. Little, 
Brown & Company, 34 Beacon St., Boston 6; J. & A. Churchill, Ltd.,. 
104 Gloucester Pl., Portman Sq., London, W.1, England, 1954. 


The author, a dermatologist, has seen over 1,000 patients in 
the leg ulcer clinic at Leeds and writes a stimulating mono- 
graph on chronic leg ulcers. The historical survey, the description 
of venous return from the lower limb, and the classification into 
venous, thrombophlebitic arterial, hypertensive, and miscellane- 
ous ulcers is useful. Without unnecessary detail, the pathology 
of venous thrombosis is concisely presented. The influence of 
heredity is statistically analyzed on the basis of personal material. 
The chapter on treatment discusses prevention, elastic com- 
pression, general measures, massage, local treatment, sclerosing 
injections, and surgical procedures. One can only reaffirm the 
author’s attitude on the rare indication for sclerosing therapy for 
leg ulcers and his emphasis on untoward sequelae. He is not 
impressed, however, with the various surgical methods, such as 
sympathectomy, stripping, or deep venous interruption and skin 
grafting, and here some may not agree. While it is true that in 
the postphlebitic syndrome elastic support is the patient’s great 
mainstay, the surgical procedures properly individualized are the 
best means of rehabilitation in a crippling disease. The format, 
printing, illustrations, and historical plates leave nothing to be 
desired. The bibliography is excellent. The style is simple and 
clear, and the general practitioner can get an unusual amount 
of information from this enjoyable essay. 


Handbook of Treatment. By Harold Thomas Hyman, M.D. Cloth. $8. 
Pp. 511. J. B. Lippincott Company, 227-231 S. Sixth St., Philadelphia 5; 
2083 Guy St., Montreal, Canada, 1955. 


The contents of this book are listed in alphabetical order from 
acidosis to zoonosis. The information contained in each article 
is briefly presented and not complete, but it is sufficient to serve 
as a guide to the recognition of some of the problems associated 
with the diseases discussed and to serve as an incentive to seek 
additional information when such seems indicated. It is not a 
book for specialists, but then the author intended it for the 
general practitioner. It is not an encyclopedia, but it is a book 
that features easy reference. 
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Growth and Development of Children. By Ernest H. Watson, M.D., 
Professor, Department of Pediatrics and Communicable Diseases, Univer- 
sity of Michigan Medical School, Ann Arbor, and George H. Lowrey, 
M.D., Assistant Professor, Department of Pediatrics and Communicable 
Diseases, University of Michigan Medical School. Second edition. Cloth. 
$7. Pp. 296, with 70 illustrations. Year Book Publishers, Inc., 200 E. 
Illinois St., Chicago 11, 1954, 


This volume is superbly written by excellently qualified 
authors. It is compact and presents in almost unique fashion 
the best of current information on the development of children 
from birth to maturity. The format is attractive; the type read- 
able; the illustrations, plates, charts, graphs, and tables accurate, 
clear, appropriately selected, and adequate in number. The 
authors are careful to present both sides of controversial ques- 
tions. The bibliography appended to each chapter is unusually 
complete. This is an interesting and valuable textbook. It is 
almost a “must” for every physician in pediatric practice. It 
should be invaluable to pediatric house officers and residents, 
to all candidates for American board examinations, and for 
every professional worker in the field of child health. 


The Road to Sexual Maturity. By Abraham N. Franzblau, M.D. Cloth. 
$3.50. Pp. 279. Simon & Schuster, Inc., 630 Fifth Ave., New York 20, 
1954, 


In this book, the author attempts to set forth for the general 
reader the origins and developmental history of sexuality, to 
formulate criteria and principles for the guidance of adults in 
their own lives, and to help them lead their children to healthy 
sexual maturity. The title of the book is taken from its last 
chapter. In that chapter the thesis of the book, that the road 
to the greatest heights of sexual gratification and fulfilment and 
the road to sexual maturity are not different in character and 
opposite in direction but are completely complementary, is finally 
stated, explicitly accompanied by a brief and clear epitome 
apparently of the author’s personal ideals about sexuality and 
marriage. Thus, he says: “We maintain that the highest pinnacle 
of personal pleasure of which the human being is capable can 
best be achieved not outside the pale of culture and civilization 
in unbridled sensuality and license but within the bounds of 
monogamous marriage, rooted in unwavering fidelity and in- 
tegrity, nurtured by romantic love, and enriched and immortal- 
ized by children.” He believes that this also increases the 
spiritual stability and emotional health of the community as a 
whole and that the maturity achieved safeguards and strengthens 
the individual human family and is passed on by social heredity 
to the next generation. These views of the author are made more 
readily understandable by the knowledge that he has a Ph.D. 
in psychology and education, has an M.D. degree, was professor 
of religious education at Hebrew Union College in Cincinnati, 
was later professor of pastoral psychiatry there and also in its 
New York school, where he is now dean, practices psycho- 
analytically oriented psychotherapy, and is a member of the 
staff of the department of psychiatry at Mount Sinai Hospital 
in New York. 

This background in the author of a book on sexual education 
addressed to the general reader helps to explain the author’s 
style, which is best exemplified by the various chapter headings: 
“The Way of a Man with a Maid,” “The Well of Delight,” “The 
Fruitful Phantasies of Infancy,” “Why Cupid Is an Infant,” 
“The Great Betrayal,” “The Sexual Theories of Children,” “The 
Sight That Civilizes,” “The Rocky Road to Femininity,” “The 
Flight from Fulfillment,” “The Lasting Marriage,” and “The 
Road to Sexual Maturity.” Chapter 1 is an introduction. Chapters 
2 to 7, inclusive, cover the vicissitudes of sexual and emotional 
maturation in the development of the human being from infancy 
to adulthood, stressing the importance of a secure relationship 
to the mother and later to the father, and then to the birth of 
the next younger brother or sister and other brothers and sisters. 
In the discussion of the sexual theories of children the author 
shows how the parents may deal with these in their education 
of the child about sex. The difference between boys’ and girls’ 
and children’s reactions to these differences, and how they may 
learn to accept them, is covered in chapter 7, entitled “The 
Sight That Civilizes.” In chapter 8, “The Rocky Road to 
Femininity,” special attention is paid to difficulties that the girl 
and woman have in achieving sexual maturity, as compared 
with the boy and man’s achievement of mature sexual mas- 
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culinity. Chapter 9, “The Flight from Fulfillment,” discusses 
many ways in which both men and women attempt to avoid 
fulfilling what the author terms the first commandment in all 
of holy writ, namely, “Be fruitful and multiply.” Frigidity, 
impotence, avoidance of marriage, avoidance of parenthood, and 
certain aspects of sexual pathology are discussed. 

In chapter 10, “The Lasting Marriage,” the author offers 
what he calls a simple, almost infallible, criterion by which to 
tell whether a marriage is a good one for the parties concerned. 
This criterion he calls durability. He says it is necessary to ask 
only, “Is it a lasting marriage?” and asserts that, if it is, we 
cannot be entirely wrong in stating that it is a good marriage 
for those particular persons. He proceeds to develop this view- 
point further. Thus, he says it is not what the parties to a mar- 
riage see in each other; it is what they need in each other and 
it is when they fulfill each other’s needs, no matter how it may 
look to those on the outside (or even on the inside, he adds 
parenthetically), that the marriage is a good one. He proposes 
that it is necessary to revise our notions as to what constitutes 
pleasure and pain for the purpose of understanding how people 
react to marriage. He says pleasure is that which people choose 
to stay with when they have the alternative of leaving or avoid- 
ing it. Pain is defined as that which people leave or avoid when 
they have the alternative of staying with it. Various types of 
lasting marriage in view of these redefinitions are then con- 
sidered. These are called “combat mating,” “blemish mating,” 
“doll-house marriage,” and “stand-in marriage,” “reverse role 
marriage,” “marriage of convenience,” “camouflage marriages,” 
and the “triangle marriage,” which is one kind of camouflage 
marriage. There is also some discussion of certain of the diffi- 
culties that may wreck a marriage. Granted that many marriages 
are lasting and can be classified in the way the author suggests, 
this begs the question of what constitutes a good marriage, al- 
though the author’s plea that we study what keeps people to- 
gether, that we focus on what is right with marriage instead 
of what is wrong with it, seems reasonable. 

The last chapter points out that the real goal of sex edu- 
cation is to prepare the child for happy fulfilment in marital 
relations, that the best place for sex education is the home, 
that the best teachers are the parents, that human freedom and 
fulfilment are correlates of disciplines, especially of self- 
discipline rather than of license, and that through Freudian 
psychoanalysis many of the old moral virtues acquired new 
confirmation and verification as well as dimensions and depth, 
and that it is difficult to teach the approach to sexuality based 
on character and self-control except by example. With this in 
mind the author sets forth a decalogue of family relations for 
the guidance of the modern family that can be very helpful. 
He stresses the fact that sexual maturity is only one aspect of 
emotional maturity and with this in mind offers what he calls 
a thumbnail sketch of emotional maturity that includes seven 
criteria. He realizes that reading a book can give direction but 
does not always bring equal help to all people. Sometimes they 
can do things by direct action themselves, but also they can 
obtain help from professional experts in marriage counseling, 
such as physicians, psychologists, and ministers. The book is 
recommended for the general reader with a college background 
and perhaps for those with a high school background. It should 
be useful also to medical students and to physicians in general, 
other than the psychiatrist, who presumably is already an expert 
in this field. 


Textbook of Operative Surgery. By Eric L. Farquharson, M.D., F.R. 
C.S.Ed., F.R.C.S.Eng., Surgeon, Royal Infirmary of Edinburgh. Cloth. 
$15. Pp. 853, with 623 illustrations. Williams & Wilkins Company, Mount 
Royal and Guilford Aves., Baltimore 2; E. & S. Livingstone, Ltd., 16 and 
17 Teviot Pl., Edinburgh 1, Scotland, 1954. 


This is a well-illustrated and well-written book, which discusses 
various operations on the body. The contents are divided into 
chapters according to the part of the body involved, and the 
techniques are emphasized by many illustrations. Although there 
are few wasted words, some will believe that more details could 
have been included. On the other hand, the brevity should prove 
a real convenience for the reader who is looking for an outline 
of technique rather than a line by line description of each step. 
It is a book that should appeal to medical students, general 
practitioners, and others doing general surgery. 
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QUERIES AND MINOR NOTES 


INSULIN AND SUGAR 


To THE Epitor:—What are the differences in activity between 
regular and crystalline insulin? Which long-lasting insulins are 
recommended? How long after administration of short-lasting 
and long-lasting insulins do they reach maximal efficiency? In 
hypoglycemia, how many grams of glucose will neutralize the 
efiect of 1 unit of short-acting insulin? In case of hypergly- 
cemia, how many units of insulin will burn up 100 mg. per 
100 cc. of blood sugar? Is there a method of calculation? How 
many calories are present in one teaspoonful (about 4 to 5 
ml.) of sugar? How many teaspoonfuls of sugar equal 0.1 oz. 
(2.84 gm.)? How much does one teaspoonful of sugar weigh? 
What is the conversion of 0.1 oz. of sugar in terms of simple 
syrup, of lactose, and of dextromaltose? 


Joseph V. Waitkunas, M.D., Woodhull, Ill. 


ANSWER.—There is little clinical difference between time- 
action curves of regular and crystalline insulin. The commercial 
regular insulin is the solution of the amorphous form, whereas 
crystalline insulin is a solution of zinc crystals of insulin, a 
chemically purer preparation. It is possible that its effect is some 
two hours longer than that of regular insulin. The time-action 
curve of the one long-acting insulin, protamine zinc insulin, is as 
follows: significant blood sugar lowering action occurs some 
eight hours after administration. The peak action is 12 to 24 
hours after administration, and the duration of action is 36 
hours, with some weak action as long as 72 hours. Of the three 
intermediate-acting insulins, globin, isophane (NPH), and sus- 
pension of zinc insulin crystals and amorphous insulin (Lente), 
the time-action curves are as follows: The blood sugar lower- 
ing action of globin begins quickly, in about one hour, The peak 
action is 8 hours, and the duration of action is between 18 and 
24 hours. Isophane insulin begins its blood sugar lowering action 
in about 2 hours and reaches a peak in 10 to 20 hours; its dura- 
tion of action is some 24 to 28 hours. The time-action curve 
of the suspension of zinc and amorphous insulins is similar. 

There is no quantitative relation between the amount of glu- 
cose and the dose of quick-acting insulin. The earlier carbo- 
hydrate is administered in hypoglycemia, the more effective its 
action will be and the smaller the amount required. This may 
vary from 1 gm. when administered intravenously to 5 or 50 
gm. when administered by mouth. In clinical diabetes one cannot 
estimate the number of units of insulin that will burn up 100 
mg. of blood sugar. The caloric value of sugar is 4 calories per 
gram. Six teaspoons of sugar equals 1 oz. One teaspoon of sugar 
weighs 5 gm. Lactose and maltose are both equivalent to 100% 
sugar. There is 85% sugar in simple syrup. 


TREATMENT OF FRACTURES 


To THE Epiror:—/. Js closed reduction in fracture treatment 
still the method of choice? 2. How much separation can be 
allowed in a bone when the closed method is selected? 3. 
How long should one wait before operating following an 
attempt at closed reduction, especially when the patient's 
condition prevents immediate surgery? I was taught to be 
on the conservative side, as an operative procedure could 
always be resorted to. Is that standard practice any more? 


M.D., Indiana. 


ANSWER.—1. Closed method is still the choice for reduction 
of closed fractures, except those definitely selected for open 
reduction by almost general consent, because closed fractures 
are mainly cared for by general practitioners, who may be unable 
to comply with the aseptic and other operative requirements of 
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infrequently performed open reduction. Open fractures all 
require early operation for débridement, but internal fixation at 
that time is still a moot point. Open reduction does not hasten 
union of bone, but by more exact reduction it may lessen the 
effort of callus formation. 2. Allowable separation between 
major bone fragments in closed methods of treatment depends 
partly on the age and health of the patient, the integrity of the 
vascular supply of the area, and the type of fixation used, 
whether plaster-of-Paris encircling splint or other means. In some 
instances the physician may feel kissing contact and crepitus 
between fragments at the time of reduction but discover a 
separation of % in. (0.32 cm.) when studying a postreductive 
roentgenogram. Thus, a separation in an average, healthful adult 
may appear in the roentgenogram to be from % to 4 in. and end 
in normal union. In children even a greater separation may result 
satisfactorily. Proper axial replacement as seen in two planes 
and avoidance of overriding are the important factors for heal- 
ing, although overdistraction may lead to failure of union. 3. 
One may wait until failure of union is definite. This lapse of 
time would vary with the bone or bones, the site involved, the 
patient’s age and health, and the presence or absence of infection 
after clinical examination has led to a suspicion of nonunion 
and roentgenologic evidence has shown lack of calcifying callus. 
Immature callus gives little or no shadow on the film. Even the 
most active attempt at repair can seldom, in any adult bone, 
be shown under four weeks. Usually 6 to 10 weeks are required, 
and in some fractures, as the neck of the femur, 4 to 10 months. 
Normal children and infants have a much quicker healing re- 
action. The angle and intensity of the roentgen exposure may 
be misleading, and the roentgenologist’s opinion should be 
sought after informing him of all factors concerning the hoped- 
for union. 

No operation should be undertaken for the possibility of gain- 
ing union unless the patient’s state of health is at a high level 
and the surgeon’s environment meets all requirements of suitable 
assistants and instruments and controlled asepsis. Operations on 
bones are always difficult and prone to wound infection. The 
questioner may well retain his conservative attitude. It is 
standard practice even if he should be trained in this special 
surgery. Operations on fractures should not always be resorted 
to. The use of intramedullary pins is often satisfactory, but even 
the most ardent advocates restrict the indications for their use. 
Such an authority as Boehler limits it mainly to the fractures 
of the shaft of the femur. The operation that looks so simple 
when scanning the roentgenogram is difficult even for those with 
experience. Many a surgeon has suffered hemarthrosis trying 
to withdraw a misplaced intramedullary pin, and it is not rare 
for misfortune to the patient to result. These misfortunes are 
seldom reported. One so much interested in these difficult de- 
cisions for patients should do more reading on the subject. The 
Cumulative Quarterly Index Medicus contains an ample list of 
relevant articles and books. 


INFLATION OF EUSTACHIAN TUBES 


To THE Epiror:—Z/ am interested in using positive pressure for 
opening blocked eustachian tubes and/or nasal sinus ostiums. 
Could you tell me whether a simple positive pressure apparatus 
with an oxygen tank could do this? M.D., New York. 


ANSWER.—An oxygen cylinder with a_pressure-reducing 
regulator may be used for inflation of the eustachian tubes. A 
needle valve or a regulator without pressure control should 
never be used. Consideration should also be given to the fact 
that oxygen is an absorbable gas, so that it will be quickly 
absorbed in the middle ear until its pressure is in equilibrium 
with the blood. Air containing 79% oxygen is not so quickly 
absorbed. There is also some evidence that high concentrations 
of oxygen are irritating on prolonged contact with mucous 
membrane surfaces. 
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NORMOCHROMIC NORMOCYTIC ANEMIA 

To THE Epitor:—A 30-year-old white woman has a nonhealing 
ulcer of the lower leg. She has pronounced scoliosis, and the 
border of the spleen extends to the umbilicus. A sternal 
puncture was done, and the diagnosis was erythroblastic hyper- 
plasia of the bone marrow. A direct Coombs’ test showed 
absence of Rh factor. The hemoglobin level is 53% of normal 
(8.25 gm. per 100 cc.); white blood cells were 7,100 per cubic 
milliliter; red blood: cells, 3,110,000 per cubic milliliter; 
hematocrit, 31%; and the icteric index, 18.7. After two trans- 
fusions with whole fresh blood the hemoglobin level was 55% 
of normal (8.55 gm. per 100 cc.}, and the red blood cell count 
was 3,360,000 per cubic milliliter. Will removal of the spleen 
in this case of chronic familial icterus offer any benefits? 


J.S. Bullock, M.D., Milford, Pike County, Pa. 


ANSWER.—This patient has a normochromic normocytic 
anemia with jaundice and splenomegaly. The anemia does not 
respond to blood transfusions. To establish a diagnosis of heredi- 
tary spherocytosis, one would like to have a positive family 
history, finding of spherocytes in the blood film, and an increased 
hypotonic fragility of the red blood cells. The absence of any 
noticeable effect of the blood transfusions makes it seem likely 
that this patient has not hereditary spherocytosis but rather an 
acquired hemolytic process. A reticulocyte count should be done 
and a careful search for hepatomegaly or lymphadenopathy. 
Biopsy may then clarify whether a symptomatic hemolytic 
anemia exists and what the underlying disease may be. The data 
supplied are insufficient to make any diagnosis. Ulcerations of 
the legs occur in hereditary spherocytosis, in sickle cell anemia, 
and in Mediterranean anemia. In hereditary spherocytosis they 
disappear after splenectomy, and in the other two hereditary 
syndromes they may only begin to heal after massive blood 
transfusions. Should the patient have hereditary spherocytosis, 
splenectomy will result in a practical cure. If an acquired 
hemolytic process is present, treatment with cortisone and/or 
corticotropin may be of benefit. Splenectomy may or may not 
be beneficial and should only be undertaken after the steroid 
hormones have been used. 


EASY BRUISING IN WOMEN 


To THE Epiror:—What is the cause and treatment of easy 
bruising with resulting ecchymosis of the extremities in a 
middle-aged woman? The bleeding and clotting times are 
within normal limits. The hemoglobin level and red blood cell 
count are decreased, with evidence of a secondary hypo- 
chromic anemia. The administration of iron and ascorbic acid 
does not help, Have rutin and ascorbic acid any value in this 


condition? M.D., New York. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—Ease of bruising in middle-aged women whose 
bleeding and clotting times are within normal limits appears to 
be associated with a sensitivity (allergy) to certain substances. 
The capillary fragility varies from day to day but is usually 
normal. Rutin and ascorbic acid do not correct the defect. Some 
patients respond to calcium lactate, 1 gm. with each meal, given 
for long periods of time. If there is a defect in the secretion of 
bile, with faulty fat digestion, fatty acids may form insoluble 
calcium compounds in the intestine and thus prevent adequate 
absorption of calcium from the food. In these cases, bile or bile 
derivatives may be of advantage in increasing the flow of bile. 
Under these conditions anemia, when present, usually disappears 
in two to four weeks without other medication. 


ANSWER.—Many women, particularly those with unusually 
soft skins, tend to bruise easily even though all the hematological 
factors are normal. The capillaries are perhaps more friable than 
usual. There may be an undue amount of circulating estrogen. 
Such soft-skinned women, usually of the highly feminine, neur- 
asthenic type, often have rather low hemoglobin and red blood 
cell values, at least by the usually accepted standards. In reality, 
somewhat “low” blood cell counts are just as normal for 
these women as somewhat “high” counts are for unusually 
dynamic males. The ranges for normality should include these 
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special types. Rather low blood cell counts, “hypometabolism,” 
“low” blood pressure, and low vitality are characteristic of the 
highly feminine woman. Her complaints and her so-called dis- 
orders should be minimized as much as possible. Overdiagnosis 
and overmedication are common in this group of patients. 


SINUS TREATMENTS 


To THE Epitor:—A number of my patients go to otolaryngolo- 
gists, sometimes frequently and for extended periods of time, 
for “sinus treatments” that consist of having pledgets of cotton 
as “sticks” inserted up the nose. I cannot see any possible 
good from such therapy. Can there be any excuse for it? 


M.D., Pennsylvania. 


ANSWER.—The cotton-tipped applicator or probe is useful in 
producing anesthesia or shrinkage in regions of the nasal cavity 
inaccessible to other methods of approach. At times an anatomic 
site is so constricted that only the smallest of cotton-tipped 
probes can be inserted into it. On the other hand, nasal tampons 
or packs are tufts of neatly folded cotton, moistened with 
medicaments, that can be inserted in the particular region of 
the nasal cavity desired by the physician. Therapeutically, over 
a period of years, this procedure has had many exponents. If 
they are carelessly inserted into the nasal cavity, unnecessary 
trauma can accompany the procedure. For specific purposes of 
anesthesia and shrinkage of mucous membranes, nasal tampons 
have value and a place in nasal medication. 


DIABETES 


To THE Epiror:—A 63-year-old man with diabetes of 25 years’ 
duration recently suffered an acute myocardial infarction. He 
was treated with bishydroxycoumarin (Dicumarol), and prog- 
ress was uneventful. Soon after the onset of his illness, how- 
ever, the diabetes, which previously had required 35 to 40 
units of isophane (NPH) insulin daily, was easily controlled 
by 15 to 20 units daily. After the first two weeks, his diet was 
about the same as it had been before his illness. Prior to his 
heart attack he frequently had glycosuria but afterwards, none 
at all. Immediately on stopping administration of bishydroxy- 
coumarin, he showed a high level of glycosuria and his insulin 
requirement went up to its previous level. Has any relation- 
ship been described between anticoagulant therapy and insulin 
requirement in diabetes? 


David L. Miller, M.D., New Bethlehem, Pa. 


ANSWER.—Anticoagulant therapy has not been reported to 
have any effect on insulin requirement in diabetic patients. This 
applies to the direct and indirect effects of the commonly used 
agents such as heparin, bishydroxycoumarin, and ethyl biscoum- 
acetate (Tromexan). Of course any intolerance to one of these 
agents sufficient to interfere with dietary intake would, in turn, 
affect insulin requirement. In the present case the most logical 
explanation for the sequence of changes in insulin need would 
be that the period of bishydroxycoumarin administration and 
the fall in insulin dosage coincided with the most critical period 
in the patient’s illness, during which he undoubtedly consumed 
smaller amounts of food each day. Similarly, cessation of bishy- 
droxycoumarin therapy must have occurred at about the time 
when he was clinically improved. At about this time increasing 
dietary intake could well have induced the increase in insulin 
requirement to preinfarction dosages. 


HYPERTHYROIDISM AND TUBERCULOSIS 


To THE Epitor:—A patient with pulmonary tuberculosis has an 
overactive thyroid gland, which is delaying his healing. Are 
there any drugs that counteract hyperthyroidism? 

M.D., California. 


ANSWER.—The toxic state occurring with tuberculosis may 
clinically simulate hyperthyroidism and may be associated with 
an elevated basal metabolic rate. The mechanism of this ele- 
vation may be an increased consumption of oxygen caused by 
the disease or by compensatory hyperventilation secondary to 
extensive pulmonary tuberculosis. Before treatment is begun it 
is necessary to determine whether the patient has true hyper- 
thyroidism or merely a pseudohyperthyroidism. This can best be 
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accomplished by performing an I'*! uptake study. If facilities 
are not available for handling radioisotopes, then a protein- 
bound iodine determination can be performed. This test is done 
on serum that can be mailed to a laboratory. 

If the condition proves to be a true hyperthyroidism, treat- 
ment can be undertaken with I'*!, or, if facilities are not avail- 
able, methimazole (Tapazole) or propylthiouracil may be given 
orally. The dosage of methimazole is 15 to 30 mg. daily, divided 
into three doses given at eight hour intervals. It is available in 
5 to 10 mg. tablets. As the patient approaches clinical control 
the dosage may be reduced to 5 to 15 mg. Propylthiouracil is 
given in 50 to 100 mg. doses administered in a similar manner 
to that outlined for methimazole. The usual precautionary blood 
cell counts must be made for early detection of agranulocytosis. 
None of these methods cause harmful effects on the tuberculous 
process. 


ITCH POWDER 


To THE Eprror:—A patient had a trick played on him by a 
friend who dusted itch powder on a stuffed chair. Two or 
three minutes after my patient sat down he began itching all 
over, and it continued until he left the chair and then dis- 
appeared in two or three minutes. At no time was there 
evidence of any rash or wheals. After he had vacuum-cleaned 
the chair, no further itching occurred. He saved the dusty 
material and tried to have it analyzed by the health depart- 
ments of the state and of a larger city but was declined. What 
might the substance have been? Could scabies be transmitted 
in that manner? I do not suspect it here, but I am just 
wondering. 

August J. A. Watzlavick, M.D., Schulenburg, Texas. 


ANSWER.—Although there are a number of agents which may 
produce pruritus on contact with the skin, it is quite probable 
that this particular powder produced itching simply by mechani- 
cal irritation and that the causative factor may be powdered 
cowage, a climbing fabaceous plant (Stizolobium pruriens or 
Mucuna pruriens) that has crooked pods covered with barbed, 
brittle hairs, which cause intolerable itching when they come 
in contact with the skin. Scabies can definitely be ruled out in 
this case. As mediate transmission probably does not occur in 
scabies, scabies probably could not be transmitted in the above 
manner. 


PROLONGED BRONCHITIS 


To THE Eprror:—A 70-year-old man in good general health has 
a moderate degree of silicosis and is subject each year to one 
or two prolonged attacks of acute bronchitis. I used erythro- 
mycin (llotycin) this year and other years have used chlor- 
tetracycline (Aureomycin). Please advise about continuing 
use of erythromycin the rest of the winter and about dosage. 

Robert M. Catey, M.D., Oregon, Ill. 


ANSWER.—The ideal method of handling this problem would 
be to attempt to determine the exact bacteriology of this pro- 
longed bronchitis. If a pathogenic organism can be isolated, then 
sensitivity tests should be done and treatment guided by the 
results of the sensitivity tests. As a general rule, the type of 
bronchitis suggested in this question is due to gram-positive bac- 
teria, which would be sensitive to penicillin. Penicillin given in 
doses of about 400,000 to 500,000 units a day, even by mouth, 
should be beneficial. Sulfadiazine is also of considerable value 
and may be used as a substitute in doses of 3 gm. daily. The 
usual precautions for the use of sulfonamides should be fol- 
lowed. If the sputum contains penicillin-resistant gram-positive 
organisms, erythromycin is advisable in doses of 400 mg. daily. 
Otherwise, penicillin or sulfonamides would be preferable. It is 
usually inadvisable to use the broad-spectrum antibiotics for a 
prolonged period of time because of the change in the bacterial 
flora, the development of resistant organisms, and the danger 
of fungus infections. The length of time that the drugs are given 
depends on their effect on the disease or any side-effects on the 
patient. For the average acute bronchitis one to two weeks of 
therapy should be sufficient. For chronic bronchitis the therapy 
may be lengthened indefinitely, depending on the result. Tuber- 
culosis is a common accompaniment of silicosis, and it is fre- 
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quently difficult to find the organisms in the sputum. In patients 
who have silicosis, even though repeated examinations of sputum 
do not show tubercle bacilli, a trial of isoniazid would be well 
worth while if the patient has a long-standing cough and roent- 
genologic findings that might fit in with a diagnosis of tuber- 
culosis. 


SEBORRHEA 


To THE Eprror:—A 29-year-old married woman has excessively 
oily skin of the face, scalp, and chest. She has had this con- 
dition all of her life, and four other members of her family 
have the same condition, but not as severely. I hesitate to use 
x-ray treatments for fear of causing excessive dryness after 
the menopause. She has two normal children, and her 
menstrual periods are normal. The oiliness is not quite so 
severe during the menstrual periods. 


L. A. Crowell Jr., M.D., Lincolnton, N. C. 


ANSWER.—The patient has seborrhea. In general, the treat- 
ment consists of the use of drying preparations and cleansing 
measures. Recommended are the frequent use of soap (tincture 
of green soap for the scalp), the application of astringent lotions 
containing zinc salts or solvents, an occasional slush treatment 
to the face, and, for some cases, fractional x-ray if administered 
with skill and caution. It is well also to limit the intake of hot or 
spicy foods and heavy fats. Treatment has to be continued over a 
long period of time. 


STIMULATION OF GROWTH 


To THE Eprror:—A 16-year-old girl has failed to develop 
physically. She is very short and rather fat. Her periods have 
not started. Would you suggest administering some estrogen 
to bring about proper growth and development? Her basal 
metabolic rate is -442%. Roentgenograms of her wrists show 
that there is no closure of the epiphyses. 


Robert E. Littlejohn, M.D., Sequim, Wash. 


ANSWER.—An effort should be made to reduce this girl's 
weight by diet. Absence of menstruation alone is not serious at 
this patient’s age and does not require specific therapy at this 
time, but it may be advisable to try to increase her height. 
Escamilla (J. Clin. Endocrinol. 14:255 [Feb.] 1954) discusses 
stimulation of growth in short children. In his opinion, growth 
may be stimulated by the administration of thyroid and methyl- 
testosterone to a height beyond that which would be reached 
without treatment. Therapy must be given while the epiphyses 
are still open. The dose is a 10 mg. tablet of methyltestosterone 
once daily with 30 mg. (% grain) of thyroid twice daily, the 
latter dose gradually being increased to tolerance. The patient 
must be observed carefully for signs of virilism, including in- 
creased hair growth on the upper lip, slight huskiness of the 
voice, and prominence of the clitoris; should any of these signs 
appear, the dose of methyltestosterone should be decreased or 
omitted. Instead of giving the methyltestosterone tablets orally, 
sublingual or buccal administration may be used. Estroge ys 
should not be given, as they increase the rapidity of bone 
maturation and are not as effective in stimulating growth. 


MULTINODULAR GOITER 


To THE Epiror:—A 35-year-old white woman had a nodule in 
the pyramidal lobe of the thyroid removed in April, 1954, 
This nodule had been present two years. The pathological diag- 
nosis was “benign adenomatous thyroid tissue.” Now she has 
another nodule, 2 cm. in diameter, in the left lobe of the 
thyroid. What should be done with this new nodule? 


Harold R. Messinger, M.D., Plentywood, Mont. 


ANSWER.—The patient has a multinodular goiter, of which 
a second nodule has now developed. The chances of the new 
nodule being malignant are extremely small. If the tumor is 
large enough to be visible and of cosmetic importance, or if 
it causes the patient deep concern, it is, of course, a simple matter 
to remove it. If it is removed, after operation the patient should 
be given 2 grains (0.13 gm.) of U. S. P. desiccated thyroid daily, 
and this medication should be maintained indefinitely to relieve 
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the strain on the thyroid and prevent the formation of further 
adenomas. Sometimes even established adenomas will respond 
to treatment with desiccated thyroid, and there would be no 
harm whatsoever in giving 2 to 3 grains of desiccated thyroid 
daily for a period of six months to see if the recurrent nodule 
will get smaller. If the nodule continues to enlarge or causes 
symptoms, it should be removed. 


CATARACTS DURING PREGNANCY 


To THE Epiror:—A woman has the history of a cataract in one 
eye developing during one pregnancy and another in the other 
eye during a subsequent pregnancy. She has enough disability 
to require cataract surgery. Is there anything different in the 
management of such a patient from the management of a 
patient in the same age group where there is no question of 
the development of the cataract during a pregnancy? 


M.D., Georgia. 


ANSWER.—Cataracts appearing during pregnancy are of the 
complicated type but bear little or no relationship to pregnancy. 
Cataract is usually secondary to uveitis, due to one of several 
agents. Diabetes is a possibility. A number of cataracts that 
develop during pregnancy are due to activation of a latent toxo- 
plasmosis. Since the patient has an obstruction to vision, a 
cataract operation is required, as with any other patient. The 
only extra risks relate to the underlying causes of the cataracta 
complicata and depend on their tractability. It is usually advan- 
tageous to remove the lens, with due regard to adhesions, and, 
where these are substantial in degree, to extract the lens by the 
extra-capsule method. In general it is better, however, to remove 
the lens in the capsule after iridectomy unless the incident trauma 
would prove too severe. Some believe that a preliminary course 
of a wide-spectrum antibiotic is of benefit. 


MEDICATED CLEANSING TISSUES 
To THE Eprror:—ZI would like information on cleansing tissues 
treated with the antibacterial agent, benzalkonium chloride, 
which are on the market. Could the prolonged use of this 
type of tissue be harmful? 
E. H. Carnes, M.D., New London, Conn. 


ANSWER.—Perhaps as many as 100 commercial preparations 
make use of this chemical, many being sold under special trade 
names. For applications such as the one mentioned it is likely 
that the cleansing tissues are treated with about a 25:1,000,000 
solution. The chief hygienic application is for the prevention or 
treatment of diaper rash. It is known that this substance serves 
as a deodorant. In concentrations on the order of a 10% solution, 
a strength not likely to be used, this agent acts to extract water 
and oil from surfaces with which it is in contact. In this situa- 
tion it may be regarded as possessing detrimental properties 
because of drying action (see THE JOURNAL, Jan. 30, 1954, page 
438). 


ULTRASONIC ENERGY 

To THE Eprror:—Literature describing ultrasonic therapeutic 
equipment claims benefit from its use in the treatment of 
adhesions. If this is so, does this include visceroparietal ab- 
dominal adhesions? I understand that this method of physical 
treatment is still mostly in the experimental stage. Could you 
advise me where most of the work with ultrasonic therapy is 
being done? Forrest H. Howard, M.D., Pocatello, Idaho. 


ANSWER.—Ultrasonic energy is used at present as an adjunct 
in the treatment of a number of nonspecific inflammatory lesions 
of muscle and associated connective tissue. It cannot be expected 
that ultrasonic therapy alone will be the major factor in over- 
coming limitation of motion owing to “adhesions” of tendons, 
tendon sheaths, or joint structures. Ultrasound may be helpful 
in relieving pain and tenderness associated with nonspecific 
tenosynovitis and synovitis. The application of ultrasound to the 
abdominal viscera is contraindicated. Even if it were applied to 
the abdomen, there is no evidence or reason to suspect that it 
would be effective in relieving adhesions of the abdominal 
viscera. 
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HYPOPROTEINEMIA 
To THE Eprror:—Please state the symptoms, diagnosis, and 
treatment of hypoproteinemia. 
Wallace H. Bollinger, M.D., Charleston, Ark. 


ANSWER.—The causes of hypoproteinemia are varied and 
numerous. Decrease in albumin is the commonest cause of hypo- 
proteinemia. The syndrome of agammaglobulinemia is rare but 
has been reported with increasing frequency recently, especially 
in children. Causes of hypoalbuminemia may be classified as: 
(1) deficient intake of protein: malnutrition, starvation, chronic 
gastrointestinal diseases such as sprue, celiac disease, intestinal 
fistula, carcinoma of the gastrointestinal tract, and ulcerative 
colitis; (2) deficient synthesis of albumin: chronic liver disease, 
chronic infections, and uncontrolled pernicious anemia; (3) ex- 
cessive protein breakdown: poor caloric intake accompanying 
such diseases as diabetes mellitus or hypothyroidism may result 
in excessive breakdown of protein for use as a source of energy; 
and (4) loss of albumin: nephrotic syndrome, severe hemorrhage, 
extensive thermal burns, severe exfoliative dermatitis, and ex- 
tensive edema or ascites. The treatment is essentially to treat 
the underlying disorder. The inquirer is referred to Miller's 
“Textbook of Clinical Pathology” (Miller, S. E.: ed. 4, Baltimore, 
Williams & Wilkins Company, 1952) and any of the standard 
textbooks of internal medicine. 


DERMATITIS AND SCABIES 
To THE Eprror:—What is the best and cheapest substitute for 
soap as a help in curing dermatitis? A nurse has severe 
dermatitis that I believe to be caused by soap. What do you 
recommend for scabies? At a Methodist mission in the 
Belgian Congo they are using sulfur ointment. 
W. L. Garth, M.D., Sonora, Mexico. 


ANSWER.—The nurse should use soap substitutes, a number 
of which are available and classified generally as soapless de- 
tergents. Proprietary preparations such as Phisoderm, Lowila, 
and Dermolate are readily available. But even soap substitutes 
should be used sparingly and with caution in the presence of 
inflammation. They are generally more expensive than ordinary 
soaps but are much milder. 

Sulfur has been displaced by preparations such as benzyl 
benzoate for the treatment of scabies. There are a number of 
preparations available on the market. A simple one can be pre- 
pared as follows: 25% benzyl benzoate in equal parts of tincture 
of green soap and water. Other scabicides also available 
are preparations made with hexachlorocyclohexaul (Kwell) or 
N-ethyl-o-crotonotoluide (Eurax). 


ANALGESICS 
To THE Epitor:—What is the equivalent dose of each of the 
following: Pantopon (mixture of opium alkaloids), codeine, 
and dihydromorphinone (Dilaudid) hydrochloride, as com- 
pared tg 100 mg. of meperidine (Demerol) hydrochloride? 
I. Alan Ulert, M.D., Houston, Texas. 


ANSWER.—The ranges of about equivalent analgesic doses are 
as follows: Pantopon, 10 to 20 mg.; dihydromorphinone hydro- 
chloride, 1.5 to 2.5 mg.; and meperidine hydrochloride, 50 to 
100 mg. Codeine is usually given in doses of 30 to 60 mg.; how- 
ever, it is not nearly as effective an analgesic as the other drugs 
mentioned. 


DUPUYTREN’S CONTRACTURE 
To THE Epitor:—/s there any evidence to date that the use of 
cortisone (Cortone), either systemically or locally, will be of 
benefit in Dupuytren’s contracture in a very early stage? 
M.D., California. 


ANSWER.—There have been a few reports in the literature of 
the use of cortisone in Dupuytren’s contracture; mainly, how- 
ever, aS postoperative treatment. The results have not been 
striking, and the conclusions seem to be that little, if any, benefit 
is derived from its use. 
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VISUAL LOSS FOR COMPENSABLE EYE INJURIES 
To THE Epitor:—Please send me the available information on 
the percentages of visual loss attributed to field defects in 
in New York State. 
Joseph L. Holohan, M.D., Albany, N. Y. 


ANSWER.—Visual loss for compensable eye injuries in New 
York State is based on corrected vision. When the corrected 
vision is 20/80 or less, it is considered industrial blindness. 


Corrected vision of 20/70 = 70% loss 
20/50 = 60% loss 
20/40 = 50% loss 
20/30 = 33%% loss 
20/304+- = 30% loss 
20/30— = 35% loss 
20/25 = 20% loss 
20/20—1 = 5% loss 
20/20-—2 —= 7%% loss 
20/20 — 3 = 10% loss 
20/20 — 4 = 15% loss 


After a traumatic cataract has been removed, the loss is 100% 
regardless of the corrected vision, because of the absence of 
binocular single vision. Award for the loss of visual field is based 
on the following schedule: 

Absence of the entire upper fleld — 33144% 

Absence of half of the upper field = 16%% 

Absence of the entire lower fleld = 66%%% 

Absence of half of the lower field = 334% 
By using this formula smaller amounts can be determined. For 
example, in hemianopia with the loss of one-half of the upper 
field and one-half of the lower field the award will be 1674 % 
for the upper field and 33144% for the lower, a 50% loss of 
vision. 


MENSTRUAL PERIODS, SO-CALLED, 

DURING PREGNANCY 

To THE Eprror:—The occurrence of a scanty menstrual flow, 
often lasting less than a day, but at the expected date, in 
women who have conceived since the last previous period can 
be a source of error in calculation of date of delivery. I have 
heard that this phenomenon is due to expulsion of a small 
amount of menstrual discharge retained from the previous 
period. Is there any scientific evidence in favor of this ex- 
planation? If so, has it been demonstrated to occur in non- 
pregnant women as well? M.D., New York. 


ANSWER.—The phenomenon of cyclic bleeding one or more 
times during pregnancy is not due to retention of menstrual dis- 
charge from a previous period. It is not rare for women to have 
one or two so-called menstrual periods after pregnancy has 
started, but usually the amount of blood is small and the char- 
acter of the flow is otherwise abnormal. Bleeding after concep- 
tion is the rule in monkeys (Hartman). True menstrual flow is 
possible because the two deciduas do not fuse until the fifth 
month. Cases in which menstruation persisted during the nine 
months have been reported. Rather than to menstruation, bloody 
discharge is usually due to abortion; cervical erosions; uterine 
polyps; myomas; rupture of a varix at any point in the cervical, 
vaginal, or vulvar canal; extrauterine pregnancy; or diseases of 
the ovum, such as placenta praevia. Therefore, whenever a 
woman who is known to be pregnant bleeds, a careful study 
must be made to rule out some abnormality. 


TONGUE SUCKING 
To THE Epitror:—A 4-year-old boy is addicted to “tongue suck- 
ing,” both day and night. During the night he clamps the 
front of his tongue between his teeth and sucks the posterior 
portion. Is there anything that can be done to discourage this? 
M.D., North Dakota. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—Tongue sucking is an activity similar to thumb 
sucking. It usually disappears by the second year of life. Under 
such conditions the habit is harmless but annoying. The fact that 
. this has persisted until 4 years of age would make one wonder 
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if there is not an organic background, such as irritation of the 
gums or teeth or an allergic irritation of the roof of the mouth. 
It may also be caused by macroglossia, as in cretins and mon- 
golian idiots. If none of these exist, an emotional disturbance 
of some kind should be sought for. Certainly if persisted in it 
could cause some malformation of the teeth or jaws. Giving the 
boy something to suck or chew might help temporarily. 


ANSWER.—Tongue sucking belongs to a group of habitual 
body manipulations usually seen during the period of infancy. 
Most of these practices are harmless and disappear spontaneously 
before the preschool age period. Persistence of this habit up to 
4 years of age is relatively uncommon and is usually associated 
with other behavior problems. It is often seen in children in 
whom thumb sucking is prevented by the use of restraints or 
who have macroglossia. There is no serious significance to this 
habit, and it will usually disappear as the child finds adequate 
solution for his emotional problems. 


FROZEN SHOULDER 

To THE EpitorR:—One morning last July a man, aged 65, weigh- 
ing 165 lb. (74.8 kg.), after getting up from bed, noticed pain 
in the right arm and was unable to raise the arm above his 
head. Now he is unable to reach for things above his head, 
and if he pulls something very hard with his right arm 
excruciating pain in the muscles of the arm develops so that 
he almost faints. Sometimes he has a burning sensation in 
the arm that he describes as similar to the application of a 
hot water bottle. The deltoid muscle is sometimes painful to 
touch. Hot applications and diathermy do not give relief. This 
pain is not constant but felt only on certain movements of 
the arm. Roentgenograms show calcium deposits in the 
cervical spine; electrocardiograms and basal metabolism are 
normal; blood and urine are normal on analysis; and blood 
pressure is 120/80 mm. Hg. Please advise. 


D. J. Louis, M.D., Chicago. 


ANSWER.—The patient has what is commonly termed a frozen 
shoulder; other terms are periarthritis or subacromial and deltoid 
bursitis. The most practical treatment is physical therapy con- 
sisting of local deep heat to the shoulder followed by passive 
massage and active exercises. The patient should be trained in 
exercises that will bring about abduction and internal and ex- 
ternal rotatory motions of the shoulder joint. Injection of 2 cc. 
of hydrocortisone into the subdeltoid bursa once every three to 
four days, for about three injections, might bring about favor- 
able relief of pain. This injection should be preceded by injection 
of about 1 to 2 cc. of procaine directly into the bursa. It is 
thought that fibrous ankylosis of the shoulder joint, or so-called 
frozen shoulder, may be the effect of irritation of the sympathetic 
nerves in the neck. Stretching of the neck daily by means of a 
soft head sling and weight of about 5 Ib. (2.3 kg.) is often of 
benefit. The patient can lie on some pillows in bed with the head 
sling under the chin and back of the neck and a rope fastened 
to the crossbar to hang over the end of the bed. The prognosis 
for full recovery of motion is good, but it often requires 12 to 
24 months for complete recovery from the limitation of motion 
in the shoulder. 


MILK ALLERGY 
To tHE Epiror:—The comment on the remark “I can’t drink 
milk, it gives me so much mucus” (J. A. M. A. 157:485 [Jan. 
29] 1955) in Queries and Minor Notes requires clarification. 
Milk does not cause or give mucus or phlegm as commonly 
called. The mucus is already there in the oral cavity and 
the pharynx. Milk and other substances containing buffers 
neutralize the tenacious mucus. It then loses its tenaciousness 
and can then be expectorated. Speakers, actors, preachers, 
and others use milk to clear their throat of mucus. This re- 
action has nothing to do with disease. This reaction can be 
secured by the average toothpaste; it has nothing to do with 
allergy. 
C. P. Segard, M.D., Medical Director 
Wisconsin Alumni Research Foundation 
506 N. Walnut St: 
Madison 1, Wis. 














